automatic 
tying of 
umbilical cord 
in 20 seconds 
with the 
GRAWLEE GUIN 


by SKLAR 
A\ Src 


Guts endiibons. The Graviee Gun provides a sim- 
‘ ple, positive, one-hand method 

for ligating umbilical cords of 
any size. Assures immediate and 
permanent hemostasis. . . pre- 
vents neonatal stump infections ae ie es 
resulting from contaminated ligated cord. 
tapes or hands. Cords may be . 
stripped if desired. The Graviee 
Gun is sterilized by any of the 
conventional methods.! 


Additional pull slips sterile 
rubber band around cord. 


Cord is clamped distally 
and cut in the usual manner. 


Write for reprint and descriptive ae 
J. Skiar Manufacturing Co., Long Island City 4, N.Y 


1. Graviee, L. C., and Jones, W. N.: Obst. & Gynec. 15:43 (Jan.) 1960. # u. s. PAT. NO. 2,942,606, 





Kotex means Confidence 


Now more than ever, the new Kotex pad means 


confidence...to your patients, and to you. 


Confidence . . . Kotex pads have a new, 
incredibly soft cover of real fabric yarns. 
These yarns guarantee the strength and 
security that is so desired in a maternity 
pad (even when saturated). 


Confidence . . . Kotex is pure white. Exten- 
sive processing has removed every last 


trace of impurity . . . and no dyes are ever 
used. 


Confidence . . . Kotex has the exclusive 
Cellucotton filler which is lump-free for 


comfort and super-absorbent for safety and 
convenience. 


sya # 
> ° a e, ® 
Confidence in Convenience by Curity 


FIVE MATERNITY PAD PUT-UPS TAILORED TO MEET YOUR PARTICULAR NEEDS 


#649 Bagged singly #650 Bagged in dozens #662 Bagged singly #663 Bagged singly 
with 4 Kleenex tissues with 4 cotton balls 


Also available in bulk. #656—tied in dozens. 


THE KENDALL company 


KOTEX, KLEENEX AND CELLUCOTTON ARE REGISTERED TRADE MARKS OF 
BAUER & BLACK DIVISION ¢ CHICAGO 


The Kimberly-Clark & Corporation 





The 5-day “home 
prep — a new stratagem 
reduces risk of infection 
after elective surgery 


Antibacterial detergent 
with 3 per cent 
a hexachlorophene ® 
p G 0 P X BRN 
P. 


atients who bathe with pHisoHex have an operative 
site that is free of virtually all bacteria. pHisoHex, contain- 
ing hexachlorophene in optimal concentration, not only 
degerms as the patient washes but also inhibits subsequent 
bacterial growth. pHisoHex is adsorbed to the skin where 
it exerts persistent action against microorganisms that 
collect after the last washing. 
“..-hexachlorophene can be relied upon to kill most 
staphylococci and many other bacteria.” 
Prescribe pHisoHex for home use in 5 or 16 oz. bottles. 
Instruction sheets for patients, describing how to wash 
with pHisoHex for five days prior to elective surgery, are 
available in handy pads. Write for your supply. 
1. Ayliffe, G. A. J.; Alder, V.G., . 


and Gillespie, W. A.: Lancet 
2:456, Sept. 26, 1959. 


(| Juthoop LABORATORIES 
New York 18, N. Y. 


Instructions 

for daily shower 
or bath with 
pHisoHex* for 
five days prior 
to surgery 


The liquid prescribed —pHisoHex—cleanses the skin 
and removes bacteria. it is the same material surgeons 
use for scrubbing up before they operate. it protects 
against infection if used as directed. 

Use pHisotex exclusively instead of soap for bath or 
shower daily for five days before reporting to the 
hospital. Be sure to wash only with pHisoHex. 


Directions: After wetting the skin, squeeze pHisolex 
(¥2 to 1 teaspoon) into your paims or, for more copious 
suds, on a wet sponge, and work up a lather. Wash 
your entire body, face and hands carefully, then rinse. 
Repeat the sudsing and rinsing twice. Avoid getting 
suds in your eyes. 

After you leave the hospital you may continue to 
wash and bathe with pHisoHex instead of soap if 
you so desire. 

pHisoHex is available in convenient, unbreakable 5 
oz. squeeze bottles and in 1 pt. bottles for refilling. 
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You just tear this new 


foil suture packet open 

to give your surgeons stronger, 
more pliable surgical gut. 

It’s sterilized by electron beam. 









* Winner of National Packaging Award 
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Although there are several methods employed in removing pubic 
and perineal hair prior to vaginal delivery, shaving is the most 
common method. We offer the following suggestions which we 
believe will make the procedure simpler for the nurse, less an- 
noying for the patient, and produce a more satisfactory result. 


Obstetrical patients, particularly primiparas, will be less apprehensive if a brief 
explanation of the ‘‘prepping’’ procedure is given before it is begun. The few 
moments this takes will help eliminate any anxiety or embarrassment the patient 
may have. 





Circumstances may necessitate that the ‘‘prep’’ be done rather quickly. In this 
situation hair removal may be expedited by clipping as close as possible with 
a bandage scissors before shaving. 


Although the shaving operation may be accomplished either wet or dry, the 
former, utilizing a hexachloraphene-type soap or solution, is the most commonly 
used technique. A sterile sponge, placed over the introitus, will prevent entry of 
the solution into the vagina. 


Shaving the hair in the direction in which it grows will reduce the problem of 
dermal irritation. In the area of the labial folds, extra care must be exercised 
because of the difficulty of shaving irregular surfaces. 





In addition to skilled hands, a successful ‘‘prep’’ requires the use of a blade that 
is more than just ‘‘sharp’’ . . . lt requires a blade that is designed and constructed 
specifically for the removal of body hair. This means a blade edge with a larger 
steel mass, that holds its edge and resists flexing, which distorts the cutting 
angle. The A.S.8. Double Edge Razor Blade is a quality blade, that fulfills these 
requirements, assuring a clean, smooth ‘‘prep’”’ every time. 





We believe that the attached sample will prove our 
point. May we suggest that you use it and be convinced. 
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Foreword 


his first volume of the OB YEARBOOK contains selected 
material which has been published in the OB Department of 
HOSPITAL TOPICS magazine. 

We have chosen a well-rounded assortment of articles from the 
large amount of material which has appeared since the department 
was started in 1952. Material has been included because it is still 
interesting and useful today, regardless of when it was originally 
published. 

Comprehensive reports on meetings of interest to the obstetrical 
staff appear frequently in the department. Representative ab- 
stracts from these reports have been included in this book. 

The assistance of Dorothy W. Errera, R.N., in reviewing the 
volume is gratefully acknowledged. 


A¢edog If Moule 


Gordon M. Marshall 
Publisher 








Greater LOTIINKOL A MMT IMNITCTINLONAAITONTORS 
and after perineorrhaphy 


when your standing orders specify... 


@ Ay Soft ready-to-use cotton flannel pads 
TT" UC KS saturated with witch hazel (50%) 
and glycerine (10%), pH about 4.6 
As a dressing... TUCKS cools and soothes traumatized tissue ...without occlusive vehicles 
or “‘—caine”’ type anesthetics. 


In the hospital, Tucks can be kept by the bedside for frequent, 
easy changing by the patient or nurse. 





As a wipe... TUCKS takes the trauma out of cleansing tender tissue and encourages 
more thorough hygiene. 


TUCKS may also be sent home with patient for continuation of care. 
jars of 40 and 100. 
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Organization of the Labor 


and Delivery-Room Suite 


This article was one in a series on hospital organization, based 
on lectures given before the Association of Western Hospitals 
and allied state groups. The author, an accountant, was formerly 
administrator, La Mesa (Calif.) Community Hospital. 


The administration of the labor and delivery suite 
is somewhat anomalous in that there is no other area 
of the hospital which is subject to such strict gov- 
ernmental controls, yet is operated so differently 
from hospital to hospital. Often the wide range 
of difference in administration of the labor and 
delivery suite may be attributed to variations in 
planning and design of the hospital, and to the 
obstetrical staff's methods, procedures, and concepts 
of patient care. The latter may be influenced by 
such considerations as: 


The proportion of general practitioners to board 
men. 


The size of the uzit. 


Whether cesarean sections are performed in ob- 
stetrics or surgery. 


Whether obstetrical anesthesia is administered 
by anesthesiologists or nurse anesthetists or whether 
is consists largely of saddle blocks administered by 
the obstetrical staff. 


Even the basic functions of the labor and delivery 
suite may vary from hospital to hospital. The suite, 
img addition to provision for progressed labor and 
delivery, may embrace the following functions, pro- 
vision for which depends upon the program as dic- 
tated by the practice of the staff: 

(1) Admission and preparation 


(2) Early labor and pre-labor for induced labor 
cases 


“1816 Lincoln Ave., San Diego 3, Calif. 


By John H. Gorby* 


(3) Recovery and postdelivery 
(4) Surgery for cesarean sections. 


LOCATION 


The obstetrical unit should be placed in a cul-de- 
sac or dead end so that, even with future expansion, 
through traffic would be avoided. The location of 
the suite within the hospital will depend to a large 
degree on the anticipated obstetrical load. If the 
load is to be heavy, there is justification for having 
the unit on the ground floor or on one of the lower 
floors. 


‘EXTENT OF FACILITIES 


In a community in which the median age is low, 
ordinarily the total need for hospital beds will be 
low, but the need for maternity beds will be high. 
The number of maternity beds in a community 
should not depend on a fixed ratio of the total beds, 
but rather on the number of births yearly and the 
average day stay as dictated by local medical practice. 


A general rule, based upon an average five-day 
stay and 70 percent occupancy, would provide .02 
beds for each birth per year in the community. Thus 
a community with one hospital and 1,500 births 
annually will require 30 obstetrical beds.. All full- 
term births, whether live or still, should be included 
in the computation of the number of births annually. 
Fo take into consideration various lengths of day 
stays, one can use the following formula: 


Number of beds = X (average day stay) times Y 
(number of live births annually) divided by 250 
XY 


(250). The 250 represents the number of days in 
the year reduced to compensate for occupancy and 
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experience in hospital deliveries to total deliveries. 
For example, if the average day stay is planned for 
eight and the number of live births annually for 
the area to be served is 1,000, the number of ma- 
ternity beds to provide for current use would be 
1,000 x 8 ' 

250 , or 32 beds. 


The number of labor rooms, delivery rooms, and 
beds will depend to a large extent upon the medical 
practice in the particular community. If early la- 
bor is to be in the patient’s room, the number of 
labor beds required will be reduced. The percentage 
of the patient load that will have induction of labor 
will also affect the need for labor and delivery 
rooms. Usually, if ergotrate or other medical in- 
duction is used, a slightly longer average use of the 
labor room will ensue. 


The extent of planning for induced labor also will 
ordinarily depend on the medical practice in the 
community. Statistics indicate that in a community 
with a number of O.B. specialists, the number of 
induced deliveries will be proportionately higher. 
Distance and accessibility to the hospital are also 
factors, as there is a tendency to induce labor in 
patients who may find it difficult to get to the hos- 
pital after labor starts. 


If “normal delivery” (including the continued 
presence of the husband and a minimum use of 
anesthesia and narcotics) is to be the extensive prac- 
tice, early-labor or pre-labor rooms may be indicated, 
and the number of labor beds accordingly can be 
reduced. 


Experience has indicated that a delivery room can 
be used on an average for two and one-half deliv- 
eries a day. A general rule has stated that there 
should be one delivery room to every 20 beds. This 
is based on an average day stay of eight. Thus, to 
provide for a different average day stay, the same 
formula would apply: 

Number of delivery rooms = maternity beds 
21 X average maternity day stay 


The general rule is that there should be two labor 
rooms to every delivery room. The number of labor 
rooms will ordinarily be reduced by 30 percent if 
patients are to be admitted to pre-labor or early- 
labor rooms. 


ADMITTING AND PREPARATION 


Admitting and preparation procedures, like others 
in the suite, vary substantially from hospital to 
hospital. A patient may be admitted thropgh the 
regular admitting facilities or through a special ad- 
mitting room which is usually adjacent to or a part 
of the emergency suite. 


More and more hospitals are admitting obstetrical 
patients through the admitting office, just as other 
patients are admitted. They are then routed directly 
to their rooms to be prepared, or to the labor suite. 


Some hospitals have a special preparation room 
adjacent to the labor and delivery suite but physi- 
cally located outside the unit. Thus it is available 
to all newly admitted obstetrical patients. Such a 
room is generally equipped with facilities for shower- 
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ing, bathing, shaving, and the giving of enemas. 


The admitting room should have a desk, chairs, 
clothes hooks or lockers, examining table, sphyg- 
momanometer, stethoscope, pelvimeters, linen, gloves, 
lubricant, washbasin with hot and cold running 
water controlled by arm or foot levers, specimen 
bottles, and hospital history sheets. There should 
be a stretcher alcove. 


If patients in labor are sent to the labor and de- 
livery suite there should be a sufficient number of 
single labor rooms, equipped with the facilities neces- 
sary for admissions. 


EARLY LABOR AND PRE-LABOR ROOMS 


Specialized maternity hospitals and large maternity 
units of general hospitals often admit patients to 
special units adjacent to or part of the patient area. 
These rooms generally are in the immediate vicinity 
of the nurses’ station. The argument for such rooms 
is that early obstetrical patients do not need the 
high degree of nursing care and the space accom 
modations of the labor room, but need enough 
nursing care that proximity to the station is desir- 
able. The “normal” delivery technic, which simulates 
environmental factors of home delivery, seems to rec- 
ommend such space. 


Certain hospitals have the early labor in the 
patient’s room. In some foreign countries the prac- 
tice is to have no special facilities for labor, in which 
event the ratio of delivery rooms to patient beds 
must be increased by approximately one-third. Such 
pre-labor rooms are often used as recovery rooms. 
Their proximity to the nurses’ station makes such 
dual use reasonable. 








LABOR ROOMS 
Labor rooms should be near the delivery rooms. 
If they are to provide only for advanced delivery, 
toilet facilities for patients will not be necessary. 
If they are to provide for early labor, toilet facilities 
will be required. Equipment for emptying, flushing, 
and cleaning patients’ individual bedpans should 
be immediately available. Arrangements for a bed- 
pan-flusher between each labor room will save the 
nurses a number of steps. 


Authorities disagree on whether the labor room 
should be one or two beds. It is argued that the 
two-bed labor room gives members of the nursing 
staff a better opportunity to distribute their services. 
On the other-hand, the single-bed room is psycholog- 
ically much better for the patient. In two-bed rooms 
the patient in one of the beds may become dis- 
couraged because the patient in the other bed pro- 
gresses more rapidly. The two-bed labor room does 
not lend itself to the “normal” delivery technic. 


In hospitals with three or fewer delivery rooms, 
the labor rooms sometimes must be used for emer- 
gency deliveries. To provide for this eventuality, 
the labor rooms should be at least 180 square feet. 
In hospitals with more than three rooms, it is often 
the practice to have small labor rooms (approxi- 
mately 100 square feet) and several large labor rooms 
which can be used as emergency delivery rooms. 
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Labor rooms must be sound-conditioned. Light- 
ing and color should be planned to achieve maxi- 
mum patient relaxation. Soft music may help achieve 
this relaxation. Pastel colors are desirable. 


Each room should contain a bed with waterproof 
mattress, a chair, bedside table, sphygmomanometer, 
stethoscope, portable lighting equipment, rectal 
gloves, lubricant, a receptacle for soiled gloves, in- 
dividual thermometer, bedpan, and washbasin with 
hot and cold running water controlled by foot or 
arm levers. If analgesia is used, beds with crib or 
canvas sides must be provided. 


DELIVERY ROOMS 


Delivery rooms should be air-conditioned with tem- 
perature and humidity control and protection against 
explosion hazards. The dynamic character of activity 
in the delivery room, the emergencies which arise, 
and the need for integration with other units through 
the nurses’ station may justify an intercommunica- 
tion system. Each delivery room should contain the 
following equipment and supplies: 





—Delivery table with sections and level adjustments 
which permits placement of the patient in shock 
position. Lithotomy position for operative delivery 
may be maintained by manual support or with stir- 
rups. 

—Surgical or spot light. 

—Clock with a second timer. 


—Metal-topped instrument table on casters with 
instruments for normal delivery. 


—Sphygmomanometer and stethoscope. 


—Supply cabinet or built-in shelf space for sterile 
packages, instruments, suture material, antiseptics, 
oxytocic drugs, and syringes. 


—Separate and adequate equipment for anesthesia. 
Departmental policies and preferences will deter- 
mine the type of equipment needed. A conveniently 
placed small table should contain articles used by 
the anesthetist. 


— Suction apparatus available for immediate use. 


—Emergency instruments. The following equip- 
ment must be available at all times: several sterile 
syringes with suitable needles; sterile instruments 
and gauze for packing the uterus; instruments for 
exposing the cervix and for repairing lacerations; 
solutions and equipment for the immediate adminis- 
tration of intravenous fluids; and a sterile package 
of instruments for cannulating a vein when vascular 
collapse makes venipuncture impractical. 


—Provisioris for the care of the infant. There 
should be in each delivery room a heated bassinet 
containing no hazardous electric equipment; a table 
or tray with articles needed for treating the cord 
and eyes; an acceptable method of identifying each 
infant; and resuscitation equipment consisting of 
facilities for suction, a tracheal catheter, and a means 
of administering oxygen. 


SCRUB-UP ALCOVE 


Scrub-up facilities should be provided between each 
pair of delivery rooms. Windows that afford a view of 


the delivery rooms are highly desirable for good 
control. Some authorities believe that the scrub-up 
alcove should have open access to both delivery 
rooms on either side. There should be a minimum 
of three sinks with gooseneck or other high outlet, 
and hot and cold water supply controlled by knee 
valves. 


OPERATING ROOM 


One delivery room should be a fully equipped oper- 
ating room used for cesarean sections. It must not 
be used for general surgical patients. The hospital 
having only an occasional cesarean section may find 
it necessary to use one of the general operating 
rooms. In this event, cesarean section should pre- 
cede other operations, and the most scrupulous tech- 
nic should be enforced to prevent infection. 


ee FS TULILIe, ROOM 
Sterilizing facilities must be furnished in the de- 
livery suite, even though this section will be sup- 
plied by the central supply room. It is suggested 
that a substerilizing room be provided for the ob- 
stetrics suite, adjacent to the delivery rooms. Pro- 
vision should be made in any sterilizing area for 
water sterilizer, a small, high-speed instrument steri- 
lizer, a blanket and solution warmer, and a work 
counter with sink. 


CLEAN-UP ROOM 
One clean-up room for the obstetrical suite is suffi- 
cient. It should be furnished with a rim-flushing 
service sink with a bedpan-flushing attachment. 


OTHER FACILITIES 


In large units (averaging six or more deliveries a 
day) a small office is needed for the obstetrical super- 
visor. 


A doctors’ locker room should be provided, prefer- 
ably at the entrance of the obstetrical suite. It should 
be furnished with tables and chairs. Also needed 
are a clock, a bulletin board, an intercommunica- 
tion telephone, and individual lockers. A small space 
may be provided for dictating records. The recrea- 
tional area, with table, chairs, and other furniture 
will be larger than the area in the doctors’ locker 
room in the surgical suite. 


If there is no space provided elsewhere in the 
hospital, there must be included cubicles with cots 
and lockers, and adjoining shower, toilet, and lava- 
tory facilities. Acoustical treatment of this space 
is desirable. 


The nurses’ locker room likewise should be near 
the obstetrical suite. It should have lockers, showers, 
toilet, and lavatory facilities, and a bulletin board 
and nurses’ call indicator. There should be an in- 
tercommunication connection with the delivery room. 


A supply closet should be provided for storage 
of materials. A janitor’s closet with a receptor and 
space for a mop truck should be provided within 
the obstetrical suite. 


ee TOVERY ROOMS 
With the increased use of plasma and oxygen therapy 
there is a tendency toward having recovery rooms 








in larger units. ‘These are optional Early or pre- 
labor rooms are perhaps ideal for recovery, as they 
assure all of the desirable -objectives and still pro- 
vide adequate continuous utilization of the space. 
The patients in some hospitals are kept in the de- 
livery room for the recovery period. Often recovery 
is effectuated in the patient’s room. 


There is a general tendency by governmental agen- 
cies to require recovery rooms in all labor and 
delivery suites. In hospitals averaging less than 12 
deliveries per day it is not feasible to have staff 
members assigned specifically to the recovery room. 
Thus, the responsibility for operating the obstetrical 
recovery room is that of the labor and delivery- 
room staff. There are some distinct qbjections to 
this: 


— The same personnel are caring for patients in 
labor and for delivery and postpartum patients. 


— The labor and delivery area is one of the most 
dynamic in the hospital. Often, the personnel are 
needed to meet labor and delivery exigencies and 
the recovery room is neglected. Obviously, in such 
situations the patient can be better cared for in 
the nursing unit. It should be recognized that, un- 
like the postsurgical recovery room, the obstetrical 
recovery room must be operated around the clock, 
seven days a week. 





ROLE OF SUPERVISOR 


The labor and delivery-room supervisor's role is 
substantially different from that of the operating- 
room supervisor. While she is also responsible for 
assigning personnel, ordering supplies, developing 
standards, and assuring that personnel conform to 
standards, there are major differences between their 
departments which must be recognized: 

— Procedures cannot be generally scheduled in 
the labor and delivery suite. 


— The labor and delivery suite operates at sub- 
stantially the same level around the clock, seven 
days a week. 


As a result, many labor and delivery-room super- 
visors vary their schedules so that they can observe 
performances of the labor-room staff not only dur- 
ing the day but during other shifts as well. 


INSTRUMENTS AND SUPPLIES 


In the past, many labor and delivery-room suites 
did all their own sterilizing of supplies, including 
packs as well as instruments. Actually some states 
and municipalities required that this be done, insist- 
ing that “obstetrics be a completely self-contained 
unit.” 


In slightly more than half of the hospitals, linen 
packs are sterilized in the central sterile supply 
department. This is the recommended procedure. 
Most hospitals wash and sterilize instruments in the 
obstetrical suite. In the past year several hospitals 
have been experimenting with sending instruments 
to the central sterile supply department for cleaning 
and sterilizing. Others send them only for cleaning. 
This practice has been motivated by use of super- 
sonic cleaning equipment, which is very expensive. 
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It is often not, feasible to have more than one ultra- 
sonic cleaner in the hospital. 


Experience has indicated that if instruments are 
cleaned and sterilized in the obstetrical suite, three 
complete sets of instruments are needed for one 
delivery room. If instruments are cleaned elsewhere, 
whether or not thty are sterilized elsewhere, four 
complete sets of instruments per delivery room are 
required. 


If a hospital has more than two delivery rooms 
and cleaning is done in the suite and instruments 
are centralized for the entire unit, then only two 
sets of instruments per delivery room are required. 
If instruments are cleaned elsewhere, two sets per 
delivery room plus two additional sets will suffice. 


Whether or not linen packs are assembled and 
sterilized in the suite, a minimum of 120 cubic feet 
of shelving for sterile packs should be provided 
per delivery room. 


Many hospitals no longer use large quantities of 
sterile water in the delivery suite. They use tap 
water. This procedure is still somewhat controversial. 
If water is to be sterilized it should be flasked, and 
an additional 30 cubic feet of storage per delivery 
room should be furnished. 


For all items—packs, other linens, sterile water, 
intravenous solutions, whole blood (where proce- 
dure reyuires a standard supply in the obstetrica] 
suite), .nd drugs—a standard should be maintained. 
Either routine deliveries should be made each day 
for all of these items, or requisitions should be made 
to bring the stock up to the standard inventory 
level. If the delivery suite is adjacent to the post- 
partum nursing unit, as it should be, the floor secre- 
tary (for the obstetrical unit) can be trained to 
prepare the requisitions for these items. 


Lene STAT NGL, 


One of the major problems in the labor and delivery 
suite is planning for adequate staff. Either there is 
too much work at one time or not enough. Many 
factors relating to policy and procedures influence 
the staffing of this unit. There is one cardinal rule: 
Every professional nurse should learn to do every- 
one else’s job. The greatest single requirement of 
personnel in this department is flexibility. 


A few hospitals have developed what may be re- 
ferred to as “a checking-out procedure” for new 
personnel. Each day for several weeks each new 
nurse is assigned to do certain tasks. When she has 
demonstrated a proficiency in each function she is 
“checked off” and is given a different assignment. 


Ideally, nurses should be assigned to labor rooms, 
to delivery rooms or to recovery, but it seems im- 
possible to achieve the ideal, and the labor-room 
nurses often spend a larger part of their time in 
the delivery rooms and the delivery room nurses 
end up in the labor and recovery rooms. 


While it is not desirable, it is often necessary for 
the delivery-room staff to assist with postpartum 
patients and for the nursing personnel from the 
postpartum area to assist with labor and delivery 
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during peak periods in the labor and delivery rooms. 


Theoretically, the work loads of the three shifts 
should be the same. Although it often appears that 
most births occur at the inconvenient period of from 
midnight to five a.m. this is not actually the case. 
A study of 50 hospitals of various sizes revealed the 
following distribution of time of births: 


8 a.m. to 4 p.m.—4l percent 
4 p.m. to midnight—31 percent 
Midnight to 8 a.m.—28 percent. 


This distribution can be attributed to the number 
of induced deliveries and cesarean sections. If 
cesarean sections are performed in the delivery suite, 
there should always be a nursing team available. 


a good idea to bring these charge nurses in occa- 
sionally for “refresher” experience during the days. 


Exhibit I is a suggested staffing pattern. The 
following table indicates the number of people re- 
quired, according to this staffing pattern. This table 
takes into consideration Saturday and Sunday cover- 
age, holidays, vacation, and sick leave. 





Staffing Requirements for Labor and Delivery 
Suite — by Size of Unit 
20 0.B. beds 400.B.beds 600.B. beds 


2 labor rooms 4 labor rooms 6 labor rooms 
1D.R. 2 D.R.’s 3 D.R.’s 


Labor and delivery-room nurses may be specifically Supervisor l l l 
designated as members of the “cesarean team” and Charge Nurse 9 92 3 
when they are needed for this special assignment Labor and D.R. Nurse 5 1] 15 
they can be replaced in their other duties by other per- Nurse’s Aide 2 3 4 
sonnel. At least the “charge nurse” in labor and — oo — 
delivery on the evening and night should be ex- Total 10 17 23 
perienced in cesarean section procedures. It is often 
Exhibit | 


Suggested Staffing Pattern 
Labor and Delivery Suite 


20 obstetric beds 
1 delivery room 
2 labor rooms 

Supervisor 
Charge nurse 


Labor and D.R. nurse 


Nurse’s aide 


40 obstetric beds 
2 delivery rooms 
4 labor rooms 

Supervisor 
Charge nurse 


Labor and D.R. nurse 


Nurse’s aide 


60 obstetric beds 
3 delivery rooms 
6 labor rooms 

Supervisor 
Charge nurse 


Labor and D.R. nurse 


Nurse’s aide 


8 a.m.- 4 p.m.- 
4 p.m. Midnight 8 a.m. 


Midnight- 


] l 
] | 1 
1 l 
l 
l 1 
2 2 
] 1 
l 
l l | 
4 $ 8 
2 l 
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Those Empty Obstetrical Beds 


By John R. Wolff, M.D.* 


@ The problem of the empty obstetrical unit in the 
otherwise overcrowded hospital is in urgent need of 
a solution that cannot wait on pure academic studies. 
It seems that with the facts we now have, we must do 
research on this problem at the community level. 


The major reasons for unoccupied obstetrical beds 
are twofold: the shifts in population and the fact 
that most obstetrical units were built a few years 
ago and designed to care for patients staying ten 
to fourteen days following birth of their babies. 
Today, the usual length of stay is four to five days 
with only an occasional patient remaining hospital- 
ized for eight to ten days. 


Simple arithmetic shows that a _ thirty-bed ,ob- 
stetrical unit has a capacity of 900 patient days for 
a thirty day month. Allowing for a 90 percent occu- 
pancy and an eight day lying-in period, the unit 
could take care of 100 deliveries per month and 
function to capacity. Nowadays, with patients stay- 
ing four days postpartum, the same 100 deliveries 
will provide only 45 percent occupancy rate. The 
nursery occupancy rate will be affected in a similar 
fashion. Studies of present day occupancy rates on 
maternity floors will show the high incidence of 
this dilemma. 


To further expand upon the discussion of this 
problem, I recently saw it first hand in small com- 
munities during a tour of several hospitals varying 
in size from seventy-five beds to two hundred, most 
built since the war under the Hill-Burton Act. The 
findings in general were that the medical, surgical 
and pediatric divisions were filled to over-capacity, 
whereas the obstetrical units were virtually empty. 


I well recall one hospital in particular, in Olney, 
Illinois. This fine institution is the medical center 
of the surroundng area. The medical and surgical 
floors were not only full but patient beds were also 
located in the halls. One physician, a urologist, told 
me how he was forced to conduct all his preoperative 
investigations and treatment in the home. His pa- 
tients were hospitalized only prior to surgery and 
then rushed home so the bed could be readied for 
the next emergency. Cardiac emergencies were often 
denied admittance due to lack of facilities and had to 
accept home care. Everyone at this hospital ap- 
peared to be working to capacity—except in the 


*University of Illinois College of Medicine, Chicago. 
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In one of the two articles following, Dr. Wolff dis- 
cusses the practical problem of empty obstetrical 
beds in the hospital as it relates to both good com- 
munity service and good patient care. Mrs. Bres- 
laver, who authored the companion piece, speaks 
first-hand about an obstetrical unit singled out for 
a pilot study in the extended use of these empty 
beds. 


maternity unit. Here the atmosphere was all peace 
and quiet. No patient was in labor on that day and 
only two patients were in the entire unit. There 
were about twenty-five empty beds. The nursery con- 
tained two babies, and they were due to leave in 
twenty-four hours. 


The entire hospital staff was deeply concerned 
about the problem. Rules and regulations prevented 
the beds being used for other patients as the entire 
area was restricted for obstetrical use only. The 
Board of Trustees was alert to the situation and had 
plans for hospital expansion or remodeling under 
consideration. 


The case cited is only one example of a very 
common situation today among the small community 
hospitals. The only hospitals immune to this prob- 
lem are those in areas where the population bomb 
has burst in the last several years. Here the hospitals 
in their entirety are just behind the expanding com- 
munity. This is especially true of new suburban 
centers and their nearby hospitals. 


But what of the hospitals that have not been so 
fortunately located? Undoubtedly you will agree 
with me that the problem does exist, and that it is 
unfair to the hospital and to the community it serves 
not to make better use of its facilities. A simple 
answer of course is the planning of obstetrical units 
along modern concepts of patient hospitalization — 
but that only serves the future. 


For today we must also establish a solution, and 
one that will be workable under present physical 
plant environments. 


In considering the additional utilization of ob- 
stetrical: beds, we immediately encounter the years’ 
long fear of infection, and this attitude of caution 
is justifiable. Everyone is grateful that infection in 
the maternity ward has become virtually non-existent, 
and we certainly cannot afford to lower any barriers 
whereby infection can ever again regain a foothold. 
We recognize the necessity of maintaining eternal 
vigilance against such a dread invasion. 


On the other hand, we must be practical-minded 
while we also constantly guard against any possi- 
bility of introducing infection. Our present day 
knowledge of bacterial spread is greatly increased 
and, we can successfully utilize that to make possible 


the more effective management of the facilities at 
hand. 
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The individuals most likely to spread infection 
are hospital personnel and the physicians who see 
patients harboring infection. Our first duty to the 
non-infected patient, especially the obstetrical pa- 
tient, is the avoidance of such contact, and the use 
of proper controls within the hospital. 


There is no question but that any patient having 
an infection must be barred from a clean obstetrical 
unit. Most policies provide for this by placing in- 
fected obstetrical patients in areas outside the ma- 
ternity division. 


But could not other patients who do not have an 
infection be admitted to this superclean hospital 
environment? It is only logical to assume that such 
patients would not contribute in any way to an 
inflammatory process. It seems that an effort should 
be made to utilize these empty facilities for such 
individuals. 


Actually in many large teaching centers in various 
areas throughout the country such attempts have 
been made. Patients with any non-infected disorder 
of pregnancy, such as toxemia, renal disorders, and 
cardiac problems, have always been placed on the 
maternity floor. Similarly, patients with ectopic 
pregnancy and non-infected spontaneous abortion 
have utilized maternity beds. Therefore, why not 
place the patient needing a curettement for a clean 
gynecologic ailment, such as functional uterine bleed- 
ing, sterility study, or a diagnostic bleeding problem 
in this environment? 


Since the patient who has an ectopic gestation 
and a laparotomy does no harm to anyone else in 
the obstetrical division, why not place the patient 
requiring surgery for an ovarian cyst or a fibroid 
growth in a similar environment? A patient with a 
prolapse and associated pelvic relaxation is not in 
an infected state. 


Today the obstetrician is also a gynecologist. He 
is in a perfect position to decide on which patient 
can be cared for in the maternity unit without 
upsetting the sterility of the surroundings. 


This increased use of empty obstetrical beds has 
been under consideration by many far-thinking medi- 
cal planners. In Illinois, for example, about three 
years ago such a plan was put into effect on a 
smaller scale. The Board of Health of the State of 
Illinois, under the supervision of Dr. Roland R. 
Cross, and the Board of Health of the City of Chi- 
cago, under the leadership of its president, Dr. Her- 
man Bundeson, selected two hospitals in Chicago to 
perform a pilot study of such a program. 


Consultations between the health authorities and 
the hospital people led to a well-controlled. plan 
which was then put into practice. And because I was 
then chairman of obstetrics and gynecology at one 
of the hospitals, I could participate in the super- 
vision and development of this plan and watch closely 
as it worked out. 


Although the number of cases involved was too 
small to present valid statistics, as the hospitals 
were small community type institutions, it was shown 
that such a program in itself would do no harm to 


either gynecologic or obstetric patients. Infection 
did not take place in this well controlled environ- 
ment. 


What has been learned to date in this stady? As 
stated, the non-infected gynecologic patient is not a 
menace to her obstetrical sister. Placing gynecologic 
patients in the maternity unit frees other beds in 
the hospital at large. The census in general is im- 
proved, and the community receives better care. 
Since most gynecologic patients have diseases requir- 
ing elective type procedures, their hospital entrance 
can be postponed during peak obstetrical rush pe- 
riods. During this pilot study, no obstetrical patient 
has ever been denied admittance. Since these pa- 
tients were cared for by the same physicians who 
deliver babies, contact with infected patients and 
possible spread was held to a minimum. 


The only disadvantages were those associated with 
traditional hospital policies. Gynecologic patients 
objected to being placed on the maternity floor. 
What would the twenty-year-old single girl, operated 
for an ovarian tumor, say to her friends? What 
would they suspect? 


A simple solution to problems of attitude would 
Be to change the name of the floor, and call it the 
“Woman's Floor.” Yet it seemed difficult for the 
telephone operators, admitting personnel, technicians, 
and some nurses to accept this change. 


One difficult factor in conducting this program 
has in fact, been the resistance to change and the 
lack of desire to experiment and “try something new” 
that one noticed among all too many individuals. 
However, a detailed explanation of the problem to 
the staff and full discussion of the need for their 
cooperation did work wonders. 


Visiting regulations were also an objectionable 
feature, since the surgical patient wanted the entire 
family present. An alert physician could readily 
answer this complaint, but too often did not. 


Very few patients required transfer because of a 
threatened infection. Transferral was less of a 
problem due to the beds being freed by this pro- 
gram, and the need to transfer was divided equally 
between obstetrical and gynecologic patients. 


This pilot study has now been expanded in Illi- 
nois. Several large hospitals have been added to 
participate. However, it will be some time before 
adequate statistics are ready for evaluation. Mean- 
while, realistic and scientifically sound physicians, 
administrators, and health authorities must get to- 
gether and energetically pursue this trying problem, 
so that we can all bring better health to greater 
number of people in safe and speedy fashion. 


By Jean Breslauer, R.N.* 


@ In any pilot study, the need and the solution 
must be searchingly analyzed and concisely presented, 
with the possible advantages and disadvantages 
weighed soberly and without prejudice. Those con- 
cerned with initiating and assuming the responsi- 





*Director of nursing services, Chicago. 
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bility for the continuing experiment must anticipate 
and adjust to nursing personnel and patient reac- 
tion; prepare for foreseeable problems; and brace 
themselves for the impact of secondary, and usually 
unexpected, obstacles. 


In his portion of this article, Dr. Wolff discusses 
the need for utilizing empty OB beds — their empti- 
ness made more incomprehensible to patients in 
genuine need of hospitalization who are put off 
or turned away completely because of “lack of 
beds.” 


This paradox of famine in the midst of plenty 
is becoming increasingly insupportable, both hu- 
manely and financially, to hospital administrators 
‘and boards of trustees as well as to the lay public. 


In the 100-bed Chicago hospital of which I am 
currently acting director of nursing service (and 
where I was OB supervisor for 1 years after the 
Chicago Board of Health gave the green light to 
put clean gynecological patients in the obstetrical 
department), we have a 28-bed obstetrical unit, a 
labor room and a post-partum room, all on one 
floor, and the delivery room on the floor above. 

Of the 4-bed units, three are set aside for OB 
patients exclusively, the other one for clean gyne- 
. cological patients. There are three semi-private 
rooms, two reserved for OB, and one for gynecologi- 
cal patients. When we say “clean” gynecological 
patients, we do not mean those assumed to be free 
of either latent or active infectious conditions. - We 
mean patients whose case histories have been me- 
ticulously reviewed; whose suitability for hospitali- 
zation in the OB department has been subjected 
to the finest screening. 


The two types of patients are not mixed within 
a room or unit, but this is the only separation main- 


tained. The sitz baths for post-partum patients are 


the same used by gynecological patients who are 
having trouble voiding. Both use the same showers, 
share the solarium and lounge areas, watch TV 
and play bridge together. 


They visit each other’s rooms freely, and this is 
the greatest morale builder in the entire setup. 
The only time gynecological patients may not visit 
the mothers’ rooms is during feeding time. The 
logical assumption is that this is a precautionary 
measure against contamination; the fact of the matter 
is that we know from experience that both mothers 
and visitors talk too much! 


Infants nursed or fed when mothers are engaged 
in animated conversation lack not only sufficient 
food, but the very essential nourishment supplied 
by a close and tender relationship. Too, it is an 
exasperating and time-consuming chore for nurses 
to take 20 babies out to be fed, only to take them 
back to the nursery unsatisfied and in need of 
supplementary feeding. 


The reaction of nurses and patients to the ex- 
periment has been excellent. Generally speaking, 
nurses in the delivery room and nursery like their 
work because it has variety, interest and challenge 
on the one hand, and the infinite appeal of babies 
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on the other. The post-partum phase, known in- 
elegantly but accurately as the 3 B’s—bosoms, bot- 
toms, and bowels—has limited appeal. In addition, 
the patients fall generally into the same age and 
income bracket, which adds to the sameness. 


We find we are getting better nurses in the broad- 
ened scope offered by the addition of gynecological 
patients with their need for post-operative care, 
dressings, infusions, and other procedures. 


The attitude of the nurses is more than matched 
by that of the patients. The new mother we natu- 
rally expect to have a radiating happiness, but what 
of the woman who has lost her baby by spontaneous 
or surgical abortion, what of the woman who has 
had a hysterectomy, but never a_ baby? 


With few exceptions, the changeover has been 
salutary for every type of gynecological patient ad- 
mitted to the OB unit. The post-operative patient, 
away from the boredom of uneventful convalescence, 
perks up at the sight of the babies. The older 
patients,and we have had several in their seventies 
with prolapsed uterus, relive their own motherhood, 
‘and happily share their experience and advice with 
young new mothers. 


The woman who has had an abortion receives 
only encouragement and a positive, rather than a 
maudlin, sort of sympathy. When she leaves the 
hospital, she looks ahead to the child she will have, 
rather than back to the one she has lost. 


Even the woman who has had a hysterectomy 
while still in her child-bearing years is much less 
depressed than she would be if she were among 
cardiac and cancer patients, especially those in the 
terminal stages of their disease. 


There is, of course, as Dr. Wolff points out, an 
age-and-personality bracket which is sometimes diff- 
cult. This is usually the girl in her twenties who 
feels too sophisticated for her surroundings. But 
she would be apt to create situations anywhere. 


Women in their thirties are sometimes a_prob- 
lem, too. Some of them feel that they should be 
married, and hospitalized for the same reason as 
the mothers. Their frustration takes several forms, 
most often in open resentment, or jealousy poorly dis- 
guised as disinterest or disdain. In several instances 
where the wear and tear has been too much for all 
concerned, the patient has been moved. 


The biggest problem we have to cope with in our 
combined operation is the matter of visitors, espe- 
cially in Chicago where regulations regarding ob- 
stetrical visitors are very strict. Originally, in our 
hospital, only the husband was allowed to visit the 
OB patient. In the past year-and-a-half, privileges 
have been extended to two visitors a day, one hour 
and one visitor at a time. 


The problems created are obvious. The husband 
who must drive his mother-in-law to the hospital 
for her visit, can’t understand why he can’t go along 
with her, even though he had previously visited his 
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wife. Yet we cannot, in good judgment, let alone 
in accordance with regulations, increase the visiting 
time for OB patients, despite the presence of gyne- 
cological patients in the same area. 


Complex as the problem is, its solution can be as 
simple as installing a separate stairway for visitors 
to gynecological patients. However, since the com- 
bined departments are still in an experimental stage 
in Illinois, it would be impractical to go ahead with 
structural changes, so we make do with sympathetic, 
but firm, tact in dealing with visitors. 


Both the hospital and the health departments 
keep the setup under unrelenting scrutiny. If a 


gynecological patient so much as sniffles— off the 
floor she goes. We submit monthly reports to the 
Bureau of Hospitals, Illinois Department of Health, 


and to the Chicago Board of Health, giving occu- 
pancy data, daily census, and average length of stay. 
Board of Health nurses visit the units every two 
weeks to give first-hand reports. 


Happily, our reports have been consistently free 
of evidence of cross-contamination. When the ex- 
periment was first started, I was personally a little 


dubious; how do we know, for instance, that an 


abortion is not infected? But in the past two years, 
we have had no incidence of thrush, very little diar- 
rhea, and only four babies have had to be isolated. 


It is an experiment which I believe can work in 
almost any hospital, to fill those empty obstetrical. 
beds, and bring better nursing care to more people 
in need of hospitalization. 





(Abstract of a lecture at the second Illinois Congress on Maternal 
and Infant Care, Peoria, Ill., February, 1958) 


Study OB Service to Re-allocate Beds 
Before Abandoning Isolation 


Administrator Must Keep Close Daily Count 


The current pressure for the removal of the tradi- 
tional isolation of maternity patients should stimulate 
the administrator and obstetrical staff to ‘evaluate 
carefully the present allocation of beds to obstetrics. 
Whatever changes possible should be made before 
yielding to the admission of other patients to the 
maternity floor. This theory does not preclude the 
admission of “clean” gynecological patients to mater- 
nity accommodations, but it suggests that all other 
changes should be made before breaking the isolation. 


In spite of today’s high-cost hospitals, isolation is 
still to be desired, more for the protection of the in- 
fant than of the mother. In both small and large 
hospitals, close daily supervision of this section by a 
member of the top administrative staff is necessary. 


The “use of unused beds” need not refer to placing 
other than maternity patients on an obstetrical floor. 
This term may also refer to a changing allocation of 
beds, which is being done despite the tremendous 
changes in patient stay and even in the number of 
deliveries. 


Some suggestions for making the greatest use of 
obstetric beds are: 


1. Pre-registration of patients so that anticipation 
of case load can be estimated. 


2. Close daily scrutiny of admissions to obstetrics 
and of obstetrical census. 


3. Provision of labor rooms to which patients are 
admitted directly. This releases postpartum beds 
until after the patient is delivered. 


4. Establishing a close working relationship with 
physicians to shorten patient stay and postpone induc- 
tions at peak census periods. 


5. Moving mothers without babies off obstetrical 
floor at peak census. 


6. Making most of the accommodations similar— 
maternity patients are usually happy in rooms of two 
or more beds. Telephones should be provided when- 
ever possible. 


Before we are tempted to put other than maternity 
patients on obstetrical floors, we should take a second 
look at our bed allocations. We should not be swayed 
by vested interests of services. 


Re-allocating maternity beds is an easier task in 
services of 20 beds or more. However, there are two 
suggestions for helping small services make better 
use of maternity beds. 


First, review the possibility of assigning rooms and 
nursing care for a modified rooming-in plan, so that 
efficient use can be made of nursing time. Segrega- 
tion can still be kept by setting aside perhaps several 
five-bed units instead of a separate 15- to 20-bed unit 
with a segregated nursery. 


Second, community planning should attempt to de- 
velop fewer, but larger, maternity sections. Hospitals 
are a community service; they should not be in com- 
petition with each other. So why set up uneconomical 
units in every hospital just because a maternity unit 
has always been considered an essential element of 
a general hospital?—Hilda H. Kroeger, M.D., admin- 
istrator, Elizabeth Steel Magee Hospital, Pittsburgh, 
gk 
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Convenient Physical Layout 
Feature of Unit 


By Mrs. Adeline Moody, R.N., 
and Donald E. Truman* 


@ The obstetric department of The Doctors Hospital, 
Seattle, Wash., has many contributing factors, which make 
it pleasant from the point of view of the patient, the 
father, and other visitors, as well as the doctor and the 
nurses who work there. 


Although composed of separate units, the department 
is a contiguous whole readily adaptable to change and 
progress. A large part of its success is due to its physical 
layout, which resulted from careful pre-building planning. 
The accompanying floor plan, while not a detailed one, 
demonstrates how the needs of all persons involved during 
a patient’s stay are provided for conveniently. A good 
layout often reduces the necessity of enforcing awkward 
rules and procedures. 


The hospital is a private, nonprofit, 187-bed hospital in 
which are delivered over 2,000 babies a year. There are 
88 bassinets, six Isolettes, six labor beds, and 37 post- 
partum beds, including two in the recovery room. 


*Mrs. Moody is director of nursing service and Mr. Truman is admin- 
istrative resident, The Doctors Hospital, Seattle, Wash. 
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While recent literature has questioned the advisability 
of completely sterile conditions in the nursery, we will 
assume that general cleanliness is desirable throughout 
the whole obstetrical department. Unless the planning 
of the physical layout takes this factor into account, the 
task of maintaining cleanliness is often very difficult. 
Our nursery has passed the health tests with flying colors 
since its inception in 1944. 

The shaded areas on the floor plan denote areas open 
during visiting hours. During the infants’ feeding times 
the corridors C and D are closed to visitors, thereby help- 
ing to promote a quiet atmosphere and to lessen the 
chances of contamination during the nursing period. The 
fathers are allowed to visit the lying-in rooms and may 
be present at deliveries with the doctor’s consent. The 
visitors’ solarium has a pleasant southern exposure over 
lawns and gardens. There are telephones, a television 
set, and comfortable furnishings which lend themselves 
readily to prolonged occupancy. 

Visiting hours are liberal—from 11 a.m. to 8:30 p.m.— 
except for two feeding periods. Children 11 and under 


ELEVATOR TO LOBBY 
ISOLETS 
LARGE NURSERY WINDOWS 


VISITOR BLOCKADE DURING 
BABIES FEEDING PERIOD 


FORMULA ROOM 
NURSING STATION 


RECOVERY ROOM 


prep 


OBSTETRICS DEPARTMENT 


WG 


SCALE : 1/32"=1'- 0" 


THE DOCTORS HOSPITAL, SEATTLE 
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are allowed to see the babies but may visit the mother 
only in the solarium. 


- RABARBSS 


The modern delivery rooms are equipped for cesarean 
sections. Since the delivery room staff is well trained to 
assist the physician with sections, the involvement of sur- 


gical facilities and personnel is eliminated. 
bias 
Another boon to both the obstetrician and the pedia- 


ee h j Mrs. E. Beirnes, ’ 
trician is the blackboard in the nursery hallway with the r Sriram, sussery. oupee 


visor, shows a baby in a heavy 


latest information on each infant. Also, for the doctors’ cardboard, single-use bassinet 
convenience, there are facilities for sleeping and shower- used throughout the nursery. 
ing immediately adjacent to the delivery room. Bassinets save on maintenance, 
are inexpensive. Babies are 

For the nursing staff, there are many conveniences which sent home in them. 


make for efficiency and a practical organizational climate 
in which to work. The nursing stations are centrally 
located; the three delivery rooms have their own supply 
room complete with an autoclave. The location of the 
formula room and recovery room are also functionally 
practical. 


Besides the physical layout, there are many other less 
tangible, but important aspects which add to the success 
of the department. 


One of the most interesting characteristics of our pro- 
gram is a weekly tour of the hospital and obstetrical unit 
for prospective mothers and fathers. The tour is culmi- 
nated with color movies on baby’s bath and terminal steril- 
ization technics, after which a question and answer period 
is conducted informally, and refreshments are served. 
This tour serves to reduce apprehension considerably, and 
makes it possible for the parents and the staff to cooperate 
during the hospital stay. 


AT BOTTOM: D. Hays (1.), student nurse, and E. Young, circulat- 
ing nurse, prepare for a cesarean section. The hospital has found 
the ability to perform this function in the delivery room rather than 
in surgery is important in an emergency. DIRECTLY BELOW: A. 
Varns, head nurse, postpartum unit, checks a new postpartum pa- 
tient in the recovery room. Its location directly across the hall 
from the nursing station enables constant supervision. 













Above: G. Dodds, head nurse, delivery room, inspects stirrups con- 
structed by hospital's obstetricians for speed, convenience, and 
comfort. Canvas “shoes” and muslin-covered cushions wero con- 
structed by the engineering department. 


The nursery blackboard informs doctors of the babies’ condition. 
Columns include: room number, name, obstetrician and 
pediatrician, days old, sex, birth weight, yester- 
day's weight, today's weight, temperature, 
stools, remarks for each shift, 
and type and amount 
of formula. 










The photos on these pages were taken by HOS- 
PITAL TOPICS in the Lakewood . (O.) Hospital 
in 1953. Among interesting features of this unit 
were the location of the delivery rooms in the 
center wing with labor rooms on either side and the 
inclusion of a two-bed room with conductive floor- 
ing which could be used for admitting, labor, iso- 
lation, or delivery. 


Above: Typical labor room at Lakewood Hospital. 


With the delivery rooms situated in center of wing and the labor 
rooms on either side, all labor rooms get plenty of light and fresh 
air. Picture above, taken from corridor on one side of wing, shows 
one of four delivery rooms and, beyond it, labor rooms on the other 
side of the building. 


Lakewood Obstetrical Unit 
Makes Effective Use 


of Space, Personnel 


Below: Because of good marking system used for formula bottles, 
bottles can be given by auxiliary personnel without any danger 
of formulas being mixed up. Formula for each infant is covered 
with paper cover on which is written baby's name. Bottles are 
stored in refrigerator in boxes marked with wing and row in 
which babies are found. Extensive use is made of auxiliary workers 
in the obstetrical department, as well as in other departments of the 
hospital, and the hospital has a well-organized program for training 
these workers, under the direction of a full-time supervisor. 
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Below: Picture is taken of every infant born in the hospital, for 
hospital records as well as for possible purchase by parents. 
Photographs are taken every Monday, Wednesday, and Friday by 
members of the junior board of Lakewood Hospital. 





Above: Mrs. Evelyn Knoedler, R.N., supervisor of auxiliary per- 
sonnel and volunteers, examines gift pack given to every mother 
when she leaves the hospital. The pack, contributed in part by a 
local diaper service, contains the PARENTS Magazine Baby Care 
Manual, a guidance sheet for mothers, a formula and record book, a 
bib, soap flakes, and samples of baby food and pre-cooked oatmeal. 
The pack is wrapped in the plastic bag shown in the background. 





~~ 


eal 


‘ 


NY 


= 
= 
9 ' 
3 
? 
cc 
= 
5 
= 
= 
= 


” 


TELTEEEEEEEE 


Above: Use of a bath pack containing essential items for the 
infant saves valuable time of nursery personnel. The pack is folded 
in the laundry and sterilized in the central supply department, so 
that it comes to the nursery ready for use. Mrs. Marie Seith, R.N., 
general staff, is shown with an open pack, which includes a receiver, 
a diaper-spitting cloth, a shirt (at top in picture), a rubber sheet 
(on the bottom), an abdominal binder, and two diapers. 
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(Abstracts of talks at the fourth annual clinical meeting, Amer- 
ican Academy of Obstetrics and Gynecology, Chicago, December, 
1955) 


Hospital Staff Tells Success 
Of Coordinated Obstetric Care 


The Administrator 


When our hospital’s program of coordinated obstetric 
care went into effect in 1944, we were psychologically 
set for a change, because the size of the maternity divi- 
sion had doubled. But the administration had many mis- 
givings about the program. 

We were asked to approve use of continuous caudal 
analgesia administered by a nurse who was qualified. This 
proposal raised the problem of legal liability, even though 
the nurse was trained and supervised by the obstetrician. 
Loss of anesthesia income was another objection. 

The idea of permitting the father to be in the delivery 
room was perhaps the part of the program which caused 
the most objections. Surgeons, board, administrator, and 
nurses were opposed. 

The establishment of rooming-in raised the problem of 
the danger of infection and of legal liability. The hospital 
would have to invest in new equipment, with the danger 
that the program might be just a fad. The obstetrical 
nursing staff thought mothers might tire of rooming-in, 
and wives of hospital board and staff members commented 
that women went to the hospital to rest, not to take 
care of babies. 


Our fears were groundless. Community acceptance has 
been excellent. We have a better, safer service for pa- 
tients. A group of young obstetricians have joined the 
hospital staff. Our cost is approximately $10 higher than 
the lowest cost in the city, and compares quite favorably 
with others. We have had no legal difficulties in thousands 
of patients. 


A group of anesthesiologists provides 24-hour coverage 
for obstetrical anesthesia. 

The year the program started, we had 1,211 deliveries. 
In 1954 we had slightly over 2,000, and the total for 1955 
is expected to be even higher. 


Actually, the program has changed the maternity divi- 
sion from a loser to a breadwinner for the hospital. A 
high degree of co-operation is essential—among the ad- 
ministrator, the nursing staff, the anesthesiologist, and 
the medical staff—John A. Dare, Administrator, Virginia 
Mason Hospital, Seattle, Wash. 


The Physician 


The program at Virginia Masdn Hospital was started 
after the merits of continuous caudal anesthesia had been 
demonstrated. One of its features is a six-lecture course 
in which prospective parents are prepared for childbirth. 
The course includes the showing of a film depicting the 
patient’s progress through the hospital. 

Participation in the program is optional. Similar pro- 
grams are now being planned in other hospitals in the 
area. 

Nurses at first feared that the fathers’ participation 
would be a nuisance. Such has not been the case. They 
also were afraid their jobs were endangered, and found 
this was not true. None of the program will work with- 
out the nursing group. 

We ask the patient at admission whether she wants to 
be awake or asleep and whether she wants the husband 
to be present at the delivery. Probably 25 percent of the 
fathers do not go in. 

We use texts by Goodrich, Thoms and Read for natural 
childbirth training—Robert N. Rutherford, M.D., Chair- 
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man, Obstetrical Division, Virginia Mason Hospital, Se- 
attle, Wash. , and Editor, Western Journal of Surgery 
Obstetrics and Gynecology. 


The Obstetrical Supervisor 


Support and encouragement given by the nursing staff 
are very important to the success of the program. We 
believe- having a baby should be a rich emotional exper- 
ience for both parents. 

Usually the couple visits the hospital three or four 
weeks before the anticipated delivery date. We show them 
the delivery room and the labor room and answer any 
questions they may have. It is interesting to meet patients 
beforehand, and it helps allay their fears. 

The father’s participation is important in fulfilling the 
plan. Nurses must accept him and include him in their 
explanations of the program. We do not feel that the 
husband is an additional burden; sometimes he has been 
a great help in interpreting his wife’s needs. Sometimes 
we have had to guide him. 

If he wishes to be present at the delivery, he of course 
dons a cap and gown. Every step is carefully explained. 

Rooming-in service is offered on the second day—in a 
two-bed or private room. The baby can be sent back to 
the nursery if the mother is tired. 

The suceess or failure of breast feeding often depends 
on the nurses’ attitude. 

For postpartum care, we try to be sympathetic listeners. 
We try to make our nursing routine somewhat flexible. 

The plan is not without problems. The supervisor must 
be alert to any negativism on the part of the staff,» be- 
cause this feeling is quickly reflected in the patient. 

The program offers the nurse an opportunity to provide 
maximum nursing care benefits to all patients and en- 
courages constant improvement in nursing care methods. 
—Patricia A. Rose, R.N., Obstetrical Supervisor, Virginia 
Mason Hospital, Seattle, Wash, 


The Anesthesiologist 


A group of anesthesiologists provides 24-hour medical 
anesthesia service for obstetrical patients. From 7 a.m. 
to 6 p.m. the entire anesthesiology department is available 
—8 men altogether, one of whom is assigned to the ob- 
stetrical department. From 7 p.m. to 7 a.m. three men 
are available for both surgical and obstetrical calls. 

Some of the advantages of the anesthesia service are: 
greater safety for the patient, sharing of responsibility, 
availability of aid for infant resuscitation, and reduction 
of the cost to the patient. 

Total charge to the patient for anesthesia is $30.—$15 
for the first hour, $5 each for the second and third one-half 
hours, and $5 for materials. There is no further charge, 
regardless of time spent. 

We believe that the anesthesiologist should visit the 
patient preoperatively and postoperatively. He can answer 
any questions, allay the patient’s fears, and establish a 
good patient-doctor relationship. On the postoperative 
visit he can check for complications. 

Ideally, the obstetrician is in the labor room, super- 
vising the entire labor. If that is true, there is no problem 
over when to start anesthesia. A general anesthetic will 
not be started until the physician has arrived, but a local 
or caudal may be started. 

A liaison committee of three obstetricians and one 
anesthesiologist has been set up to consider any com- 
p!aints. We allow a cooling-off period before the complaints 
are heard. 

Obstetrical nurses usually notify the anesthesiologist 
when they think the patient is about ready for continuous 
caudal analgesia.—Daniel C. Moore, M.D., Chairman, De- 
partment of Anesthesiology, Virginia Mason Hospital, 
Seattle, Wash. 
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Visitors 
can lean down right over glass—get 
much closer to babies—with nursery window 

at Orange Memorial Hospital. 





german 





Special Window Liked by All 


@ The specially designed nursery 
windows at Orange Memorial Hos- 
pital, Orlando, Fla., installed to enable 
fathers and other visitors to get a 
better look at infants, have proved a 
great asset to hospital public relations 
and also have helped save nurses’ 
time. 

Nurses like the windows because 
they can park bassinets beneath the 
overhanging ledges and leave them 
more fully in view of spectators than 
ever before. Visitors appreciate the 
windows because they can lean right 
over the bassinets. Nurses no longer 
are asked to hold babies up for a bet- 
ter view. 

About 10 inches above the tops of 


the bassinets, a ledge of shatterproof 
glass projects at a slightly upward 
angle, about 30 ‘inches into the nur- 
sery. The top glass has wire insert 
for added safety. The framework is 
of wood, with %-inch plywood at 
either end. 


There are two such windows in the 
nursery. If there were not a doorway 
in the center of the main wall, one 
window would have been built to ex- 
tend the full length of the nursery. 

Construction is simple and inexpen- 
sive, hospital officials point out. Any 
good carpenter can easily make a sim- 
ilar window, adapting his plans to the 
needs of his own hospital nursery. 





The obstetrical suite was one of the biggest attractions 
at an open house held by Ballard General Hospital, 
Seattle, Wash., in 1954. TOPICS’ photographer was on 
hand to record some of the unit’s interesting design 
features. At that time the 100-bed hospital had 24 bassi- 
nets in the general nursery and four in the suspect 
nursery. Visitors especially liked the plastic bassinets 
which made is possible to see the babies clearly. They 
were also interested in the formula room just across the 
hall from the nursery. 


Below: On opposite side of formula room (which is divided by partial 
partition), Mrs. Stegall mixes formula, and covers bottles with paper 
caps. Sterilizer is at her left, right next to counter at which she is 
working. Arrangement eliminates unnecessary steps. 








TOPICS’ Camera Tours 


Seattle Obstetrical Suite 





At upper left, convenient pass-through window between nursery and 
examining room makes it possible for doctors to examine infants 
without taking them out of nursery. Mrs. Barbara Stegall, R.N., nursery 
staff nurse, shows how baby is placed on counter between two rooms. 
Doctor enters through examining room door (at left—not shown). 


Above: Mrs. Stegall, in clean-up area of formula room, pushes bottles 
through convenient passageway to other side, where formula is pre- 
pared. 


Below: Scrub area is at end of hall, between two delivery rooms, Note 
“windows” through which doctors scrubbing can look into either de- 
livery room. 
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and Infant Care, Springfield, February, 1959) 


Unwritten Law 


Vague Laws Not As Indicative of 
Responsibilities as Nurses’ Common Sense 


(This round-table discussion was devoted to ques- 
tions from the audience regarding the legal re- 
sponsibilities of obstetrical nursing directed to 
panelists Esther Buccieri, R.N., Chicago; George 
Hall, attorney, AMA. Chicago; Earl Bucher, M.D., 
Danville; and Tony Perry, hospital administrator, 
Decatur.) 


Q. What is the legal responsibility of a nurse 
in giving intravenous fluids? Some feel it is illegal; 
among the more recently graduated registered 
nurses, some are trained to give them, others not. 


MR. HALL: Negligence is construed to be a 
matter of omission; i.€., when one is qualified to 
do a given thing, and it is reasonable to do so, she 
fails to perform, or vice versa. Bad results do not 
necessarily indicate negligence. Though one source 
may say the hospital is responsible, another the 
physician, the fact remains that you are respon- 
sible for the performance of your own acts — 
though it is also a fact that nurses are rarely sued 
because attorneys assume them to be possessed of 
a limited amount of money. 


When a nurse is specifically trained to administer 
IV, or when she administers it under the super- 
vision of a physician, the law approves. It is 
when nurses stray from their own functions that 
they run the danger of the unlicensed practice of 
medicine. And even so, interpretations vary. 


The largest number of suits involving nurses 
concern burns and bed falls. In the case of bed 
rails, it's only common sense to use your own 
judgment, without waiting on instructions from the 
doctor. If you fail to do so, and a fall results, 
you are liable. The same is true of hot water 
bottles. You must make them available to the 
patient on doctors’ orders, but you need no orders 
to see that they are the proper temperature. 

Getting back to responsibility, the hospital is 
generally held liable for the acts of its nurses, in- 
asmuch as they-hire you, and should investigate 
both your capacities and your desire to use them. 


MR. PERRY: A good rule of thumb regarding 
IV is, have you been trained to do it alone, or 
under medical supervision? What is the custom 
in your hospital? You cannot be held liable for 
the procedure accepted by the hospital where you 
work. 


(Report on a discussion at the third Illinois Congress on Maternal 


Q. What if the drug the nurse is being asked 
to administer is still in the research stage, and 
neither she, nor anyone else, is sure of what re- 
action the patient will have? 


MR. HALL: The law asserts that the adminis- 
tration of such a drug is proper if the patient 
has given consent and has been fully informed 
of the conditions. 


Q. What if the patient goes into shock? Shouldn’t 
the doctor be required to remain to observe the 
reaction? 


MR. HALL: Definitely. 


Q. Must a nurse give a large dose of medication 
if she knows there is not sufficient staff for observa 
tion? 


MR. HALL: She should refer the problem to her 
supervisor, since the order may concern a life- 
giving drug. This reference to the next rung of 
the ladder of command is a good one. 


Q. Can a doctor ever have the right to hold a 
nurse to verbal orders? 


DR. BUCHER: He has had the right since the in- 
vention of the telephone. However, the nurse should 
write out the order and obtain his signature as 
soon. as possible. Most mistakes occur through 
misunderstandings. Always repeat orders back to 
the doctor. If you do not, and administer a wrong 
drug, or improper dosage, you are then liable. 


Q. What if a doctor starts an IV, but refuses to 
stay on for the length of the induction? 


DR. BUCHER: This is the problem of the head 
of the obstetrical staff. Rules should be in writing, 
so that everyone knows her specific areas of re- 
sponsibility. If it is decided some nurses can give 
1V, they should be chosen for their ability not 
only to give the induction, but to measure up to 
the responsibility it entails. 


MR. PERRY: It is the moral, if not the legal, 
responsibility of the hospital to see that its doctors 
have qualified nurses to carry out their instructions. 
If they are not specifically trained in certain areas, 
it is the hospital’s duty to see that they are ori- 
ented. 


Q. Who is responsible for aides’ actions? 


MR. HALL: Administration; they hired them. 
Therefore, if an aide is inadequate, it is up to you 
to report this fact to the administration. 


Q. How many nurses are covered by malpractice 
insurance, taken out by the hospital? 


A. A show of hands by the 34 nurses attending 
the round table revealed that six were so covered; 
the remaining 28 either had no coverage or didn’t 
know their status. 
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Nurse Plays Vital Role 
In Maternal Health Program 
And Maternal Mortality Study 


By Anthony Ruppersberg, Jr., M.D.* 


@ In the United States, during the past two decades, 
there has been a progressive increase in the amount of 
attention directed toward maternal health. Within the 
past few years, the systematic study of deaths caused 
directly or indirectly by pregnancy has become a well- 
accepted teaching medium in hospitals and communities 
which offer a better quality of obstetrical care for ma- 
ternity patients. 


More recently, there seems to be a growing tendency 
to focus both lay and professional attention on the im- 
provement of maternal health. We should strive to pre- 
vent a mother from dying from the effects of pregnancy, 
of course, but now we enlarge the program to protect 
her health, in order that she may live a full life and 
enjoy the privilege of being a good mother to her children. 


The inauguration of a maternal mortality study in any 
given community is a major task which involves months 
of careful planning.’ However, in comparison, the or- 
ganization and operation of a program to promote better 
maternal health becomes a gigantic problem. Planning for 
this total program must be based upon a complete co- 
ordination of efforts from various sources. The coopera- 
tion of local health departments, hospitals, hospital staffs, 
nurses, record room personnel, coroners, and local phy- 
sicians is most important. 


Maintenance of the study depends upon a well-organized 
team pledged to improve health in both a mother and 
her baby. On this team, the nurse occupies a key role. 


To date, little has been published to define the important 
role of the nurse in the maternal health project. It would 
seem, however, that she would have two roles: one in 
preventing maternal deaths, and one in local maternal 
mortality studies. 


ROLE IN PREVENTING MATERNAL DEATHS 


During the years of her professional education, the 
nurse receives a well-rounded training in obstetrics. This 
includes all the details of meticulous care of maternity 
patients. After she graduates, she can apply these prin- 
ciples with a just sense of pride. 


In the patient’s antepartum period the nurse in the 
clinic or in the physician’s office maintains a key position, 
She can teach maternity patients good hygiene and ap- 
propriate health measures. Posters and pamphlets on 
diet and general preparation needed for the baby’s ar- 
rival are forcibly impressed by a few choice words from 
the tactful nurse. Although the importance of diet and 
nutritional needs during pregnancy has been stressed in 
various periodicals in great detail,” it is often the respon- 
sibility of the nurse to explain fully the reasons why a 
s 
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properly balanced diet is so important. The patient will 
listen to her with keen intent! 


Advice to the patierit concerning weight gain or early 
rise in blood pressure, and insistence that she stop work 
to be hospitalized for expert treatment on the physician’s 
order, may fall to the lot of a nurse. All this supportive 
advice may save the life of a patient with toxemia. 


Along similar lines, the diabetic patient who becomes 
pregnant must receive skillful prenatal care. A visiting 
nurse in the community is often able to give reliable in- 
structions to the patient, or her neighbors (who will con- 
vey the information to her). If a maternity patient has 
not sought prenatal care, or if she has not returned for 
subsequent prenatal visits, certainly she should be ad- 
vised to do so at once. 


In prenatal classes for mothers (and fathers) the 
nurse contributes generously, often acting as a counselor. 
She engenders confidence of the patient, and often dispels 
anxiety and tension states. 


During the intrapartum stage, there are numerous 
ways in which the nurse (alone, or assisting the physi- 
cian) contributes to protect the health of the patient and 
her fetus. The nurse is usually the first to come in con- 
tact with the patient on admission to the hospital. With 
the “prep and enema,” the skilled nurse instills confidence 
and, using an insidious form of psychotherapy, she ban- 
ishes fear from the patient’s mind. From that point on, 
from carefully checking fetal heart sounds, to discovering 
early vaginal bleeding, the nurse becomes the patient’s 
guardian. 


For the administration of a general anesthesia the 
nurse must be well-trained and should realize her limita- 
tions. In Ohio the nurse may administer an anesthesia 
to an obstetrical patient under supervision of a physician, 
if she has passed a prescribed course in anesthesiology. 
Other states permit the act with various other restric- 
tions. However, maternal deaths from anesthesia still 
occur all too frequently, and usually they are preventable 
deaths.° 


In the immediate puerperium, the role of the nurse is 
equally significant. Within the first hour following deliv- 
ery, as she watches the fundus, blood pressure, and gen- 
eral condition of the patient, the nurse is really indispen- 
sable. Often the softened fundus attracts her attention, 
and, when it is followed by increased uterine bleeding, it 
warns of an early postpartum hemorrhage which may 
threaten the life of the patient. At once, the nurse calls 
to the physician’s attention the impartant signs which 
she has observed. 


Similarly, the alert nurse recognizes a continued high 
‘blood pressure in the early puerperium and, realizing that 
the hypertensive patient may display a convulsion with- 
out warning, she keeps the doctor informed. 
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After the patient is ambulatory, the nurse can actively 
participate in the educational program which instructs 
the new mother in hygiene, diet, and the general impor- 
tance of good postnatal care. The mother is taught a 
rigid schedule which she may continue after she is dis- 
charged from the hospital with her baby; at revisits the 
nurse rechecks the schedule. 


——— NURSE'S ROLE IN THE MATERNAL MORTALITY STUDY. 


The maternal mortality study, whether on the local, 
state, or national level, is an important educational me- 
dium. The medium should be employed to project infor- 
mation collected from analysis of its cases, to physicians 
and all personnel who attend women in connection with 
the pregnant state. 


Since the nurse becomes one of the “personnel” in this 
project, she has a responsibility first to the patient, and 
second to the support of the project. Being familiar with 
the scope and ramifications of the program, she can aid 
in publicity for the study by assisting in the orientation 
and education of hospital personnel and the lay public, 
whenever the opportunity presents itself. 


During the tedious hours when a maternal mortality 
study is begun in a community, many erroneous ideas 
may be circulated.‘ It is common for even some physicians 
to believe that such a study will leave them open for 
legal suit for malpractice, and that the project is de- 
signed to criticize and malign their methods of practice 
without discrimination. The well-informed nurse knows 
at once that the properly conducted study operates its 
case evaluations on an anonymous basis and keeps the 
analysis on purely scientific grounds."’* 


Maternal mortality studies have a respected and reli- 
able sponsor, usually a medical society, medical specialty 
group, or a health department.’'*° The legal status of 
maternal death studies is cleared by the sponsor before 
the study is set into-operation.’ This insures protection 
of the sponsor, individuals operating the study, and per- 
sonnel involved in “maternal cases.” The nurse who is 
properly indoctrinated can correct erroneous impressions 
of the study on the spot. 


Alert, and cognizant of circumstances surrounding a 
woman’s death which is associated with pregnancy, the 
nurse can report various details of the case to physicians 
who operate the local maternal mortality study. The 
study committee proceeds from this point, to collect spe- 
cific information on the standard questionnaire form (Fig- 
ure 1). 


If members of the local committee are not known to 
the nurse, she can report pertinent facts to the local health 
authorities for additional consideration. Occasionally, 
maternal mortality study committees will publicize ma- 
terial from their project, for the information and educa- 
tion of thé lay or medical public of the community. This 
may be in the form of an exhibit (Figure 2), designed 
first to attract attention, then to present the data and 
facts. 


The nurse should familiarize herself with these, and 
many other branches of the educational program con- 
nected with maternal mortality and the maternal health 
project conducted in the community. 


ROLE OF LOCAL HEALTH DEPARTMENT 

Since the cooperative efforts of all adults in a given 
community must be obtained to achieve the goal, orienta- 
tion on the subject must be extended as far as possible. 


Publicity should be utilized in both the lay and medical 
press, to convey the scope and merits of the program. 


The local health department, with its physicians, nurses, 
and lay personnel, forms an excellent “outpost” to sup- 
port the maternal health program. Last year, in Ohio, a 
splendid conference was held for key persons representing 
local health departments from all parts of the state. Spe- 
cific ways in which each individual could contribute to the 
state program for maternal health were presented and 
discussed at great length.’ 


PERSONAL EXPERIENCES 


Although our studies within county and state programs 
are young in comparison to those of other states, we have 
had our share of problems for negotiation and solution. 


Experiences in Franklin County: In 1948, R. L. Meiling, 
M.D., and the author had the opportunity to plan and 
institute a systematic study of all maternal deaths which 
occurred in Franklin County, O. ‘The project, first of its 
kind in the state, has just completed its ninth consecu- 
tive year of operation and is well accepted today. It was 
originally sponsored by the Columbus Obstetric-Gyneco- 
logic Society, but recently it became a joint effort in co- 
operation with the Committee on Maternal Health of the 
Columbus Academy of Medicine, to completely coordinate 
its program with the statewide study.° 


Once in a class in obstetrics covering maternal mortal- 
ity, a student nurse asked, “While I was assigned to duty 
in —————— Hospital, a woman died of a peculiar con- 
dition; I believe she had had a cesarean section some 
weeks before. Was hers a maternal death?” 


The case was not registered in the files of the study, 
so we questioned the student about the approximate date 
of the woman’s death. On further investigation, the “case” 
proved to be one which was emitted from the maternal 
mortality study. The death certificate carried no mention 
of a cause related to pregnancy. Thus, another case was 
included in the study, through the interest of a student 
nurse. 


Experiences in Ohio: In comparison, the organization 
and operation of a statewide program to promote hetter 
maternal health is a gigantic problem. In Ohio, this 
project is called “Maternal Health in Ohio” and has just 
completed its second year of operation. It began with a 
statewide maternal mortality study. Education and train- 
ing features were developed around the study, which had 
superimposed the operating pattern of the Franklin 
County Study upon each county area in Ohio. 


The huge program was sponsored by the Ohio State 
Medical Association in cooperation with the Ohio Depart- 
ment of Health, and developed through education of the 
public, physicians, and allied personnel who at some time 
provided care for the pregnant patient. Now the over-all 
plan promises to protect the life and health of every 
mother by improving the practice of obstetrics. 


In one instance, the recorder was seeking information 
on the case of a deceased maternity patient. He was de- 
nied access to the hospital records of the patient, and the 
attending physician refused to divulge any information 
concerning his former patient. 


Eight months later, after publicity and information on 
the maternal health project had reached physicians in the 
community, another recorder approached the hospital ad- 
ministrator, with a full explanation of the project and a 
request that he furnish pertinent data on the case in ques- 
tion, on an anonymous basis. The administrator was ex- 
tremely cordial, presented the desired data, and the 
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Figure | 


MATERNAL MORTALITY STUDY 
b 


y 





OHIO STATE MEDICAL ASSOCIATION 


Committee on Maternal Health 
79 East State Street, Room 1005 
Columbus 15, Ohio 


PLEASE RETURN TO ASSOCIATION 


AT ADDRESS GIVEN ABOVE 





DIRECTIONS IN GENERAL: 


If item is applicable to the case, circle it; if ‘not, circle “N” or “None.” If 


information is not available circle “NR” (not reported) or “Not Known.” 











* 7 + 
14. Date and hour of final hospital admission 
By MII seen cc secant 5 8 See eee 
se disentainipaeresindes | ae _ ee m 
MOTHER (information from death certificate) (month, day, and year) 
SY AT a 15. Interval between birth and mother’s death: (see 4 and 21) 
mE days _.........hours ___.......mins. — Not reported, 
County... COB No. —_____ Not delivered (truly) (ectopic) (see 47 and 48) 
BF Sone rnnsrrrngenengin omnes 20... 06... 16. Number of children of this mother including this birth 
(month, day, and year) 
(a) Born alive and now living_..... 
5. The principal cause of death and related causes Date of ‘ 
of importance were as follows: onset (b) Born alive and now dead...... 


6. Other contributory causes of importance: 


(c) Fetal death (Stillborn)... Not born............ 


17. INTERNATIONAL CODE CAUSE OF DEATH: 
(a) Health Dept. (b) Study 
18. MATERNAL DEATH: NON MATERNAL, Preventable P, 
Avoidable factor P; 
Admitted as normal case, N 
Pregnancy and labor responsible for death; 


(a) Directly (b) Indirectly (c) Noconnection 
4 ti PR APL A LTE EIEN 
7 ess oe Date of 19. Postmortem deliveries (counted under 26 as “not deliv- 
P ing . ered’”’)—State here the result: Postmortem alive, Post- 
mortem stillborn. Type of postmortem delivery: 
BABY (information from birth certificate) 
8. Autopsy Report: NONE, Nor KNown 
20. PLACE OF BIRTH: (Hospital or Home) 
Ee TIES ECT oe City 
eT =e . ™m 
(month, day, and year) 
22. Ectopic wks. Plural birth: 
Abortion wks. Twins 
= Premature wks. Triplets 
PERSONAL AND STATISTICAL DATA Term wks. Baby wt.: 
9.. Age 10. Color 11. Marital status 23. If fetal death: Before labor 
cause— During labor 


12. Occupation of deceased—Housewife, Other (specify) 


13. Birthplace of deceased 


24. Delivery—Spontaneous, Operative 


25. Live birth—Fetal death—Not delivered— 
Postmortem delivery 


=——————————————————————el_e_e_e_eee=m—————————=EC———————=Sa=SSSESESEaEEeeeeEeEeS=SsSoSoeeeollllleeeeeEeEeE™l™ONENEDDDEDSESDEE™ODODODPDD 
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26. CONDITIONS IN MorHEr, Nons, Nor Known 


(a) Cardiac (f) Syphilis (specify) 
(b) Chronic nephritis (g) Others (specify) 
(c) Tuberculosis 


(d) Tumors, etc. 
(e) Uterine displ. 


27. Past MEDICAL or SuRGIcAL History; None, Nor Known 
Specify 


28. INTERCURRENT DISEASES, OPERATIONS, ABNORMALITIES, Etc. 
None, Not Reportep Specify 


29. Treatment by physician, None. Specify and describe 


30. COMPLICATIONS OF PREGNANCY; NonE, NR 

31. Albuminuria, N. Began or first noted... wk. 

32. Convulsions, N. Began... wk. 

33. Edema, N. Where and when began or noted 

34. High blood pressure, N. Began or first noted........ a * 


35. Prolonged headache, N. Began or first noted .........__..wk. 
Duration 


36. Pernicious vomiting, N. Began.............. 


_.wk. woe 
37. Bleeding during pregnancy, N. Began._............. anty, 


Moderate, Profuse, Once only, Recurred: sai. Aan 
irregular 
38. Treatment by physician, N. Specify 


39. Abnormal conditions at onset of labor (not otherwise 
stated), N. Specify 

40. PRENATAL CARE: Given by 

41. Summary—Adequate, Inadequate, None, Excluded, NR 

42. Visits 


LMP— Month of pregnancy 


(a) Saw patient, N. 
(b) Urine exam., N. 
(c) Abdom. exam., N. 
(d) Blood pressure, N. 





48. MATERNAL History: (Including, present pregnancy) 
Times Pregnant Gravida Para Ab Ces 





1/2/3)/4)5|6)7/8 9 
1); 2;3|4 


44. 


45. 


47. 


49. 


3 ——- —~ Incom: 


Physical examination during pregnancy, N. 

(a) Heart, N— Normal, Abnormal (specify) 

(b) Lungs, N— Normal, Abnormal (specify) 

(c) Pelvis, N— Normal, Abnormal (specify) 

(d) X-ray of Pelvis, N 

(e) Wassermann or Kahn, N — Negative, Positive, NR 


Month of pregnancy taken__._.__. Type... Rh... 
Abnormalities not observed at examination, N. 
Specify : 


lete, Missed 
aan Induced (self), Questionable 
rapeutic, N, Consultation, N, Indications for 


Ectoric—Delivered, Not delivered (see 645.) 


. Nor DELIVERED: 


(a) In labor, N, No attempt at delivery 
(b) Attempted delivery 
3. —- to induce labor (a) Medical (b) Packing, 


4 ple operative delivery 


CONSULTATION : 


When complications first recognized 
Before intcrference, After interference 


DELIVERY DATA: 


50. 


51. 
52. 


56. 


57. 


Attendant at actual delivery—Physician, Intern, Midwife,, 
Nurse, Student, Other, None, NR, Not delivered 


Assisted, N (specify by whom) 
Technique—(a) Vaginal examinations, N, Number 
(b) Rectal examinations, N, Number 


(c) Gloves, N (d) Shaved, N (e) Sterile goods, 
N (f). Preparation method and agents used 


. Presentation—Vertex (ROA) (ROP) (LOA) (LOP) 


Transverse (specify) 

Face (specify) 

Other (specify) 

Breech (specify) 

Prolapsed (cord) (arm) (arms) (leg) (legs) 


. Membranes—Ruptured, Not ruptured, 


(a) Spon- 
taneous, (b} Artificial: Length of time be- 
fore delivery... ours 


Labor—In labor, N, Excluded, Spontaneous, Induced 
(method used for induction) 
Describe labor ....:......... Duration...hours ____.mins. 


Delivery—Spontaneous, Operative (specify) indications 
or Operative attempts (specify) Baby Wt... 
Third Stage—None, Normal, Abnormal (specify) 


Management of third stage (if abnormal) and how long 
after delivery 


Delivery before or after repairs (specify) 


. Abnormalities affecting delivery and third stage, N 


(a) Placenta——Adherent, Retained, Praevia, Premature 


separation, 

(b) nngy on ee Intrapartum, Postpar- 
tum, Amount (estimate) 

(c) Ruptured uterus——Spontaneous, Instrumental, Dur- 
ing labor, During delivery, Seton labor, Not known. 
Describe 

(d) Others (specify) 

(e) Treatment 

. Tears—N (a) Episiotomy,N (b) Perineal, N, Degree 
(c) Repaired, N (d) Cervical, N, NR 
(e) Repaired, N 
Amnesia, Analgesia, Anesthesia 


(Specify kind, amount and time given) 
Anesthesia given by M. D. or RB. N. 








ee 





61. Operation preceding death (only if other than shown under 
56, N. Specify 


(State how long after delivery or if not delivered 
how long before death.) 





62. HospiraL Case N: Delivered in hospital N 
Planned, Emergency 

63. Entered hospital—Before labor, During labor, After de- 
livery ......days 


651: 


64. Total hospital days... Days in hospital of delivery... 
Days in hospital of death... Days in other hospitals ..__.. 


(These refer only to hospitals connected with delivery 
and puerperium.) 
65. If septic—(a) Developed in hospital, N 
(b) Others in hospital at time, N 


PRIMARY AND CONTRIBUTING CAUSES OF DEATH 


642: Toxemias of pregnancy (death bef.del.) (see prenatal 
care) 


(a) Eclampsia of pregnancy, or preeclampsia 
(b) Hypertensive toxemias of pregnancy 

(c) Nephritis of pregnancy 

(d) Other toxemias of pregnancy 


1. Pernicious vomiting 


2. Acute yellow atrophy of liver (dur. preg.) 


Hemorrhage of pregnancy (death bef. del.) 


(a) Placenta Previa (643) 677: 


(b) Premature Separation of Placenta (644) 
(c) Other and unspecified hemorrhage of pregnancy 
1. When recognized 


2. Specify method of control 
3. Method of delivery 


TREATMENT 


TRANSFUSION (State definitely the time given, etc., in rela. 
tion to hemorrhage, operative interference) 





645: Ectopic gestation ' 
(a) With mention of infection 
(b) Without mention of infectitn 


1. Symptoms began ....week. Describe 
2. Interval between recognition of first symptom and 





operation 2 
3. Operation — No operation 
4. Sepsis 
Other complications and accidents of pregnancy 
(a) Mole (648)—Choriocarcinoma (178) * 


(b) Amniotic fluid infusion 


(c) Afibrinogenemia (d) Other 4. 





Abortion without mention of infection or toxemia 


(Gestation less than 28 weeks) 


(a) With hemorrhage, trauma or shock and toxemia (652) 
(b) With hemorrhage, trauma or shock (no toxemia) (650) 
(c) With toxemia (no hemorrhage, trauma or shock) 
(d) Without hemorrhage, trauma or shock or toxemia 
(e) Self-induced 

(f) Criminal 





Abortion with infection 
(Gestation less than 28 weeks) 


(a) With mention of pyelitis 

(b) With mention of other infection 
(c) Self-induced 

(d) Criminal 





: Hemorrhage of delivery and puerperium 


(Gestation 28 weeks or over or unspecified) 
(a) Placenta Previa (670) 
(b) Premature Separation of Placenta 


(c) Other and unspecified hemorrhage with childbirth 
and puerperium 


Inspection of placenta at delivery, N. 
Method of delivery 


Left patient after delivery, N. _...... hrs. 

Patient’s condition satisfactory with dropping pulse, 
N. 

TREATMENT 


TRANSFUSION (State definitely time given, etc., in 
relation to hemorrhage, delivery, operative in- 
terference) 





Delivery with other trauma and specified conditions of 
childbirth (Gestation 28 weeks or over or unspecified) 


(a) Laceration, rupture, or other trauma of pelvic organs 
and tissues 


(b) Other specified conditions of childbirth 


Cesarean section: 

(a) Specify type of operation 
(b 
(c) Elective, Emergency 


Indications for 


~ 


(d) Vaginal examination immediately before, N 
(e) Membranes ruptured, N (__.. -hours) 

(f) Patient in labor, N (_... hours). 
(g) Temperature (specify) 

(h) Operative interference before cesarean, N 


. Instrumental delivery and other operative procedures 


(enter the details under 56) 


Ruptured uterus, N 
(b) Treatment 


(a) Spontaneous, Instrumental 


Operative shock 
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Infection during childbirth and puerperium 
(Gestation 28 weeks or over or unspecified) 


(a) Puerperal pyelitis and pyelonephritis (680) 


(b) General or local puerperal infection (except pye- 
litis) (681) 


(c) Puerperal thrombophlebitis (682) 
(d) Puerperal embolism and sudden death (684) 
1. Operative delivery (See 56.) 
2. Spontaneous 
3. Symptoms appeared....hours before delivery, 
hrs. after delivery 


4. Intra-uterine manipulation, N. — 
Before symptoms, after symptoms 


5. Blood culture, Smear, etc., N. — Negative 
Positive (give organism) 


6. Embolus (specify) 
(a) Respiratory distress, N. 
(b) Cyanosis, N. (c) Cough, N. 
(d) Pain, N. (e) Other 

7. TREATMENT 


8. TRANSFUSION 


Puerperal toxemias (excl. death bef. del.) 
(Gestation 28 weeks or over or unspecified) 


(a) Puerperal eclampsia (685) 

(b) Puerperal albuminuria and nephritis (685) 

(c) Acute yellow atrophy of liver (puerperal) (686) 

(d) Other puerperal toxemias (see prenatal care 40, 42.) 


1. Medical supervision before convulsions, N., dura- 
tion 


2. Condition when first seen 

aatkge ti ctaceaail before death, N. Con- 
vulsions, N., began... hrs. before labor, during 
labor, -...... hrs. after delivery 


4. Cooperation of patient—good, poor, none (reason) 


3. Symptoms began 


Other and unspecified complications of the puerperium 


(a) Infection of breast during lactation (689) 
(b) Psychosis of the puerperium (688.1) 


(c) Other and unspecified conditions of childbirth and 
the puerperium 


NoN-MATERNAL CAUSES OF DEATH either Primary 
or Contributing 
Give number as coded in the Manual of the International List 
of Causes of Death with the secondary cause written 
after (as 649 Appendicitis) 
A + Primary: 


B + Contributory: 


Other Conditions for Misc. Coding: (Cardiovascular, 
neoplasms, trauma, gunshot wound, homicide. etc.) 


Right-hand column of fourth page of form is left blank to allow 
for a summary of the case, subdivided according to antepartum, 
intrapartum, and postpartum. 








questionnaire form was completed on the spot. Certainly 
this justifies the emphasis we place upon orientation and 
publicity. 


Terminology: For selecting cases for maternal death 
studies, we found it imperative that personnel be familiar 
with certain terms and policies as they applied to the 
study. Although there was formerly a wide variation in 
the use of ‘terms applying to maternal mortality work, 
throughout the United States there has recently been a 
concerted effort to make terms and nomenclature uniform. 


In general, the term maternal death is applied to in- 
clude all deaths in women (with either a nonviable or 
viable fetus) from a cause directly due to the pregnancy 
(abortion, ectopic pregnancy, placenta previa, etc.), as 
well as associated causes (embolism, heart disease, and 
accidental complications). 


The primary duty of the maternal mortality study com- 
mittee is to cull the strictly obstetric (maternal) cases 
from those which prove to be nonobstetric (nonmaternal).* 
However, it is important that every possible case be in- 
cluded for study by the committee, lest one which died 
from a cause indirectly due to pregnancy be omitted. 


A question frequently asked is: “How long after de- 
livery must death occur, for the case to be counted in the 
study?” For the purpose of the study we call this “the 
puerperium.” In both the Franklin County study and the 
Ohio State study, we take all cases which died 365 days 
(one year) or less after delivery, regardless of the length 
of gestation.’**? Ott and Longyear advocate the use of a 
“six-month puerperium,’” whereas the recent Guide for 
Maternal Death Studies recommends the use of a “90-day 
puerperium.” We feel that the latter period is too short, 
and that its use will eliminate some cases which should 
be studied. Furthermore, it does not coincide with vital 
statistics definitions employed by the U. S. Public Health 
Service, which recommends the 365-day period. 


In practical application, if we hear of the death, from 
any cause whatsoever, of a woman who had a baby within 
the previous 12 months, we seek additional information 
concerning her death, and fill out a questiorinaire form 
(Figure 1) on the case. The data remain anonymous when 
the committee studies the facts in the case to determine 
whether or not it was a maternal death. The committee 
endeavors to assess responsibility for the death, with a 
scientific intention of preventing death under similar cir- 
cumstances for some pregnant woman, in the future. 


The maternal! health program, properly conducted, offers 
a worthwhile project in preventive medicine for every 
community. Those who participate in the work certainly 
cannot seek any personal gain or particular glory, but 
may obtain great personal satisfaction when mothers of 
the community enjoy the privilege of being healthy, happy, 
and able to attain a longer life, with their children. 


With a full understanding of the program of maternal 
health, the nurse becomes a potent individual in the proj- 
ect and its operation. 
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4M FRANKLIN COUNTY 


“A KING'S CHALLENGE “ 


“Maternal Mortality in Franklin County, a Seven-Year Study," ex- 
hibited by Richard L. Meiling, M.D., and Anthony Ruppersberg Jr., 
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(Abstract of a paper given at the 43rd clinical congress, American 
College of Surgeons, Atlantic City, N.J., October, 1957) 


35% of Perinatal Deaths Found 
Preventable in NYC Study 


Prenatal Care, Medical Judgment, Errors 
In Technic Associated with Deaths 


Big problems in the study of perinatal loss are the lack 
of information available and the lack of comprehension 
by obstetricians of the magnitude of the problem. 


In full-term deliveries, more than 99 percent of the 
babies delivered are discharged alive and well. Under 
these circumstances, it is conceivable that the significance 
of perinatal loss might escape the average obstetrician. 


The first problem of the obstetrician is to look into 
the problem locally and investigate each and every unsat- 
isfactory result—especially perinatal deaths. Data should 
be tabulated and circulated, because material for study 
is so limited. 


In an analysis of perinatal mortality in New York City, 
it was shown that 35 percent of the deaths were prevent- 
able. Three factors are associated with failure of the 
infant to survive: prenatal care, medical judgment, and 
errors in medical technic. In one-fifth of perinatal deaths, 
prenatal care was considered less than ideal; in one-third, 
medical judgment on the part of the physician caring for 
the infant was a contributing factor, and in 15 percent of 
premature deliveries, errors in medical technic figured 
prominently. This figure doubled with mature infants. 


Causes of death are many. In premature infants, pul- 
monary pathology is responsible for a high percentage. 


Ten to 15 percent of deaths are associated with obstetrical 
trauma. ’ 


The person rendering medical care to the patient is 
important—the house officer or the qualified obstetrician. 
The highest rates of preventability are associated with 
care rendered by the house staff. 


The type of hospital in which the infant is delivered is 
a contributing factor. The preventable rate is highest in 
municipal non-teaching hospitals; lowest, in voluntary 
teaching hospitals. 


The service status of the patient (private vs. ward) is 
significant. Twenty-six percent of deaths of premature 
infants of private patients were held to be preventable, 
as against 33 percent of deaths of prematures born of 
ward patients. In mature infants, 38 percent of deaths 
in infants of private patients were preventable, as against 
47 percent of deaths in ward patients. 


Obstetrical history is important and should not be neg- 
lected. A history of previous abortion existed in 11 per- 
cent of perinatal deaths in premature infants, and in six 
percent of perinatal deaths in mature infants. In another 
study, 46 percent of perinatal deaths were in women who 
had had previous abortions; 32 percent, in women who 
had had previous stillbirths or neonatal deaths. 

Toxemia is associated ‘with five to seven percent of preg- 
nancies. In perinatal deaths, this figure is trebled. 

It appears that properly administered anesthesia does 
not result in increased neonatal deaths. The neonatal 
death rate is less for those given analgesia than for those 
not receiving it. There is a slight increase of poor re- 
sponse in premature infants submitted to transplacental 
anesthesia. Conduction anesthesia is essential in deliver- 
ing the premature infant. 


There is decreased oxygen saturation as a pregnancy 


proceeds beyond term, and also an increase in fetal dis- 
tress. In the primiparous, the over-all loss rate is 2.5 
percent when the infant goes past term; in the multi- 
parous, this loss rate is 2.8 percent. There has been no 
increased incidence of stillbirths reported in this country 
in postmaturity deliveries—Schuyler G. Kohl, M.D., Asso- 
ciate Professor, Obstetrics and Gynecology, State Uni- 
versity of New York College of Medicine, New York City. 


(Abstract of a paper from the annual convention of the American 
Medical Association, San Francisco, June, 1954) 


Trend in Causes of Perinatal Mortality 

Edith L. Potter, M.D., Department of Obstetrics and 
Gynecology, University of Chicago and Chicago Lying-in 
Hospital — Perinatal mortality is used to indicate the 
death of fetuses before birth and of infants in the first 
few days of life. At the Chicago Lying-in Hospital we 
have included products of conception weighing over 400 
gm. that have been born dead or that have died in the 
first 19 days. 

The pathologic processes that may affect the fetus dur- 
ing its few months of intrauterine life are very few. 
Those affecting the infant in the first 10 days after birth 
are especially the result of anoxia or trauma sustained 
during passage through the birth canal or of premature 
delivery. 

There is no sharp demarcation between conditions re- 
sponsible for death before birth and in the first few days 
after birth, and those occurring in these two periods must 
be considered as part of a common problem. 

The general causes of perinatal mortality are: (1) in- 
terference with normal development of organs or parts of 
the body; (2) immunization of the mother to an antigen 
present in the fetal blood cells; (3) interruption of oxygen 
supply from the placenta; (4) gross injury sustained dur- 
ing passage through the birth canal; (5) expulsion from 
the uterus before organ development is sufficient to main- 
tain an extrauterine existence; (6) infection; (7) abnor- 
mal pulmonary function, and (8) a very small group of 
pathologic changes of unknown etiology. 

These causes are the same today as they have been 
through the centuries and as they are likely to be in the 
future. The differences are in the frequency’ with which 
individual causes occur. 

Combined mortality for fetuses and infants less than 
four weeks of age in the United States has fallen from 
79.1 per 1,000 live births in 1922 to 43.4 in 1950. In 1922, 
fetal deaths were 39.4 per 1,000 live births, and neonatal 
deaths (under 28 days) 39.7, for a total of 79.1. In 1950, 
fetal deaths were 22.9 and neonatal deaths 20.5, a total 
of 43.4. 

In 1950, there were 3,554,149 live births, 68,262 still- 
births and 72,855 neonatal deaths. Of infants alive at the 
fifth month of gestation (time in most states following 
which a stillbirth must be reported), 141,117 died before 
reaching four weeks of age. Had the rate for 1922 pre- 
vailed in 1950, there would have been an additional 61,131 
stillbirths and 65,742 neonatal deaths. Because of this re- 
duction in mortality rate, 126,873 lives were saved during 
1950. 

The greatest decreases in perinatal mortality have been 
brought about primarily as a result of improvement of 
conditions surrounding the pregnant patient during labor. 
Prenatal care of the mother and postnatal care of the 
infant have contributed, but more important are the skill 
and judgment of the obstetrical attendant and the facili- 
ties with which he or she has to work. 

In 1950, 92.8 percent of white births were in hospitals, 
but only 57.9 percent of Negro births were. In 1950, only 
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1.1 percent of white women were delivered by m‘dwives, 
but 26.1 percent of Negro women were so deliveved. 

At the Chicago Lying-in Hospital in the last 20 years 
the principal decreases in mortality have been in trauma 
and anoxia incident to labor. In the 10 years from 1931 
to 1941 the perinatal mortality ratio of fetuses and infants 
weighing over 1,000 gm. was 36.3 per 1,000 births; in the 
five years from 1946 to 1951, it fell to 19.6 The fall in 
deaths from anoxia was from 12.0 to 4.0 and from birth 
trauma from 5.3 to 0.9. 

Comparison of perinatal mortality from about 30 years 
ago to a fairly recent time is possible by examination of 
studies published from the Johns Hopkins Hospital, the 
Sloane Hospital for Women, New York City, and Chicago 
Lying-in Hospital. 

Syphilis was the most impoftant cause of deaths in the 
Johns Hopkins group reported in 1920. This was attrib- 
uted to the fact that 2,161 patients were Negroes. The 
frequency of a positive Wassermann reaction among the 
white was 2.48 percent; among Negroes it was 16.29. 
Thirty-four percent of 302 fetal and neonatal deaths in 
4,000 births were from syphilis. By contrast, from among 
almost 20,000 births (white) from 1946-51 at the Chicago 
Lying-in Hospital, there were no fatalities from syphilis. 

Trauma and anoxia were the most frequent causes of 
death in the Sloane Hospital group (1909-1913) and were 
found almost five times as often as in the later study from 
the Chicago Lying-in. 

Toxemia, which was considered a fairly frequent cause 
of death in the early studies, has not been listed as a cause 
in the one from Chicago Lying-in. 

Malformations and erythroblastosis are the only causes 
in which a decrease has not taken place. This can be 
attributed in part to the fact that few autopsies were 
done in the earlier studies. 

For the 20 years between 1931 and 1951, 6.5 percent of 
all live-born infants delivered at the Chicago Lying-in 
weighed less than 2,500 gm. The frequency was the same 
throughout the entire period. The mortality rate, how- 
ever, for infants between 1,000 and 2,500 gm. fell from 
15.7 percent in 1931-34 to 10.9 percent in 1946-51. 

It is extremely interesting that in spite of all the empha- 
sis on prenatal care, diet and so on, no decrease can be 
demonstrated in the frequency with which malformations 
and premature delivery are observed. 


(Abstract of a lecture at the annual meeting of the American 
College of Obstetricians and Gynecologists, Chicago, November, 
1956) 


Hospital's Five-Man Committee 
Decides Therapeutic Abortions 
Unanimous Agreement Required 
Before Operation Can Be Done 


With the initiation of an obstetric service in the fall of 
1952 we determined to substitute a conservative, restric- 
tive policy on therapeutic abortions for the liberal, per- 
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missive one then in force at Mount Sinai Hospital. 


A standing committee of the staff was formed to share 
the burden of the decision. The chief of obstetrics and 
gynecology was appointed permanent chairman of the 
five-man committee. The other members are the chief of 
psychiatry and one senior staff member each from the 
departments of medicine, surgery, and pediatrics. 


In unusual cases, such as rare hematologic or ocular 
disorders, the committee requests consultation from the 
appropriate specialist. 


Any therapeutic abortion must first be presented to 
the committee, which must vote unanimously in favor of 
interruption to validate the procedure. In practice, the 
opinion of the particular member of the committee within 
whose province the pregnancy complication lies is given 
disproportionate weight; it is likely his opinion will be 
sustained by the other four. 

The plan has been found highly satisfactory. During 
the four years of existence, the committee has had to con- 
sider 117 cases only, approving 98. The high rate of ap- 
proval for abortion, 84 percent, is not an expression of 
leniency. Most cases of questionable merit never progress 
as far as the stage of formal presentations. 


Almost 40 percent of the abortions requested were on 
psychiatric grounds. Eugenic conditions were the second 
most common reason, accounting for 27 percent of the 
patients considered. Twenty-five of 28 cases of rubella 
were aborted. 


Other requests were based on: malignancy, 14; cardio- 
vascular, eight; renal, four; neurological, gastrointestinal, 
and ocular, three each; pulmonary and orthopedic, two 
each. Thirty-three percent of the patients were sterilized 
at the time of their abortion. In each, the illness was 
chronic and full recovery was not anticipated. 


The laws of all 48 states concerning therapeutic abor- 
tions are outmoded, geared to the medicine and social 
thinking of a century ago. It is impossible for most non- 
Catholic physicians to practice what they believe to be 
good medicine under the strict interpretation of existing 
laws. 


They have three choices: to practice what they consider 
inferior medicine, or by subterfuge to exaggerate the 
gravity of the patient’s condition, or to state precisely 
the patient’s condition and let the law be damned. 


Personally, | do not desire further license in pertorm- 
ing abortions. I desire a change in the law to give formal 
sanction for the same cases now being aborted thera- 
peutically. Ethical physicians should be given the dignity 
of performing with full legality the abortions which they 
sincerely judge. 


If such legal sanction came about, there would still 
be need of a restrictive committee.—Alan F. Guttmacher, 
M.D., Director, Department of Obstetrics and Gynecology, 
Mount Sinai Hospital, New York City. 
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Georgia Institutes Stress 


Understanding in Nursing Care 


By Marian F. Cadwallader, M.P.H.., 
M.A.C.N.M.* 


e An article in the February, 1958, issue of HOSPITAL 
Topics described the planning, program content, and 
immediate evaluation of five one-day institutes on the 
hospital care of mothers and newborn infants, held in 
five hospital council areas in Georgia in 1957. These 
institutes were sponsored by the Georgia Hospital 
Association, the Interdivisional Committee on Ma- 
ternal and Child Health of the Georgia State League 
for Nursing, and the Divisions of Hospital Services 
and Maternal and Child Health of the Georgia Depart- 
ment of Public Health. 


In this article, an attempt will be made to give, in 
more detail, some of the program content. Unless other- 
wise indicated, the material which follows is a com- 
posite of talks presented by different persons who 
appeared on the institute programs. 


Nursing Care During Labor and Delivery 


At four of the five institutes, “Nursing Care During 
Labor and the Immediate Postpartal Period” was pre- 
sented by Ruth Melber, who was, at that time, obstetri- 
cal supervisor at Emory University Hospital, Atlanta. 
At the fifth institute, Sister M. Graziana, R.S.M., St. 
Joseph’s Hospital, Savannah, and a panel of local 
hospital nurses presented this topic. 


Included in these presentations were some recom- 
mendations for antepartal nursing care, with special 
reference to the emotional problems of the woman who 
must be hospitalized during the antepartal period 
because of threatened or inevitable abortion or because 
of other complications. 


Self-centered feelings of depression, fear, anxiety, 
rejection, and guilt, normal during the first trimester, 
may be heightened by the possibility of interruption 
of the pregnancy. During the second trimester, after 
quickening has been experienced and feelings are apt 
to be more baby-centered, the same emotions may be 
carried over to a greater or lesser degree or they may 
be replaced by feelings of fulfillment and satisfaction. 
During the third trimester, because of approaching 
delivery, anxiety and dependence may be increased. 


Complications during this time, whether they end 
in premature delivery or not, may result in additional 
depression, fear, and guilt feelings for the expectant 
mother. Nurses should recognize the emotional prob- 


*Consultant nurse, Division of Maternal and Child Health, Georgia 
Department of Public Health, Atlanta. 


lems of women hospitalized because of complications 
prior to delivery and should make an effort to adjust 
their personal contacts with these patients accordingly. 


Antepartal classes for expectant mothers or, prefer- 
ably, for both mothers and fathers, have many advan- 
tages and there is a need for more such instruction. 
All nurses should know when and where such classes 
are offered in their community. If classes are not 
offered nurses should give thought to how such a need 
might be met. Recognition should be given to parents 
who have attended such classes. Some observant nurses 
have been able to tell that the mother and father have 
attended classes from their reactions during labor. 


The historical background of hospital delivery was 
discussed briefily at the institutes. Formerly hospitals 
were not considered safe places for women to have 
babies. In recent decades, safety has been greatly 
increased by advances in medical knowledge, and by 
establishment of rules and regulations set up specifi- 
cally to safeguard mothers and babies. Now, however, 
some of these very advances have turned out occasion- 
ally to be disadvantages. These include such problems 
as morbidity from staphylococcal infections, sensitivity 
to antibiotics, and reactions to blood transfusions and 
to- anesthesia. Anesthetic accidents are now a statis- 
tically important cause of maternal death. In addition, 
thrush, impetigo, and diarrhea take their toll of new- 
borns in crowded nurseries. 


One result of establishing the many rules and regu- 
lations is that having a baby is no longer a family 
affair. This change has become increasingly important 
as the significance of satisfactory, early mother-child- 
father relationships has been recognized. Regimented 
care does not appear to contribute to family growth 
and development. All health personnel need an appre- 
c’ation of what the whole family gives to and derives 
from pregnancy and childbirth. Also, for many women, 
the time of delivery is their first experience with hos- 
pitalization. Situations and even words, customary to 
hospital personnel, may be extremely fear-provoking 
to the uninitiated. Many expectant mothers and their 
families welcome assurance that spiritual as well as 
physical needs will be met. 


NURSING FUNCTIONS DURING LABOR 


The nursing function most readily accepted by the 
woman in labor is bodily care. Perhaps less readily 
accepted is the idea that the nurse might provide a 
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listening ear, and even diversion early in labor. 


Baths, preps, enemas, back rubs, maintenance of 
cleanliness of the patient and the bed are expected 
duties of the nurse. However, if the nurse explains 
orders and procedures before she carries them out, it 
will help the mother in labor feel less like an object 
to whom strange things are done without her consent. 


The nurse must check the fetal heartbeat at regular 
intervals, and make such other examinations to judge 
the progress of labor as are customarily delegated to 
nurses in her particular hospital. The progress of 
labor can be gauged even without making a rectal 
examination, which not all nurses are prepared to do. 
Indications of progress in labor, such as an increase 
in the frequency, duration, and intensity of contrac- 
tions, increasing backache, more show, rupture of the 
membranes, and pressure sensations around the rec- 
tum, all can be observed by anyone who knows what 
to watch for. 


HUSBAND SHOULD BE INFORMED 


The mother should know whenever reports about 
her progress have been made to her husband. And the 
husband who is not with his wife should be given 
information at least every half hour. 


The patient in labor needs relief from discomfort 
as well z. pain. Nursing measures which will increase 
her comfort are back rubs, changes of position, admin- 
istration of fluids and opportunity to void. The mother 
may have less pain and thus require less sedation, if 
with her she can have her husband or another person 
to whom she feels close. 


This need of the woman in labor to be sustained by 
another human being cannot be overstressed. If the 
nurse is too busy for this important task, an aide, a 
practical nurse, even the husband, although customar- 
ily he is banished to pace the floor in the waiting room, 
should be assigned to this duty. No woman should be 
completely isolated during labor. If she is under heavy 
sedation, she needs nursing care at all times. If she is 
not heavily sedated, she needs constant encouragement, 
information concerning her progress, reassurance 
about her ability to have a baby, and as much assur- 
ance as possible that the outcome will be safe and 
successful for herself and her baby. Since the mother 
often misses the actual miracle of birth, she should 
know that baptism will be provided for the baby if 
necessary. 


Of course, in some instances, it is absolutely impos- 
sible for the woman in labor to have someone with her 
constantly. Under these circumstances, the nurse can 
ease the situation for the patient by explaining why 
she has to leave, where she is going, when she will be 
back, and how she may be summoned if she is needed. 


The mother needs to have attendants accept her 
personal attitudes toward, and behavior during, labor. 
What happens during labor in the way of bizarre 
behavior or talking must be held in confidence by the 
nurse and not repeated to the mother or to other 
members of the family. 


Nursing functions in the delivery room include giv- 
ing assistance to the doctor and the anesthetist, encour- 


aging the conscious mother, caring for the baby, 
preparing the mother for return to her own room or 
to the recovery room, and planning for the father to. 
see his wife and baby as soon as possible. Conversation 
among the attendants during the delivery should be 
limited to that required by the situation, and discretion 
should be used in what is said. Even apparently 
anesthetized patients may still hear the spoken word 
and be disturbed by it. Professional nursing time will 
be used more effectively if the nurse does not scrub 
for the delivery, since scrubbing is a technical proce- 
dure which can be performed just as well by other 
personnel. 


When the nurse cares for the baby, she must see 
that its airway is clear, that respiration is maintained, 
and that warmth is provided. She will usually be the 
one to instill the eye drops, and place the identification 
on the baby. When the mother is awake, the nurse will 
show her the baby, and let her hold it if she wants 
to do so. Often the nurse will notify the husband that 
the baby has been born and will let him and other 
members of the family see the baby before it goes to 
the nursery. 


Because physicians cannot always arrive at the 
hospital in time to attend a birth, the nurse must 
know how to deliver a baby safely in an emergency 
situation. Holding the baby back in any way, except 
for control of the head during birth, is dangerous. 


IMMEDIATE POSTPARTAL NURSING CARE 


The newly delivered mother should be kept in the 
delivery room or in a recovery room until she is awake 
and can answer questions. During this time, her 
fundus should be checked at regular, frequent inter- 
vals; temperature, pulse, respiration, and blood pres- 
sure should be taken; and amount of lochia noted. All 
information obtained should be recorded on the moth- 
er’s chart. Abnormal findings should be reported 
promptly. The mother’s questions should be answered. 
She should then see her baby, if she has not already 
done so, and her husband as soon as it can be managed. 


At one of the institutes, many of the nurses ex- 
pressed great interest in natural childbirth and its 
implications. Some of the nurses had had experience 
with this method, others were interested because of 
what they had read. Considerable discussion centered 
around the fact that many physicians give sedation 
routinely at 4 cm. dilatation, and that preparation of 
the expectant mother to participate actively in her own 
delivery requires more time than is available to the 
physician in advance of delivery. 


It was pointed out that a prepared nurse can help 
an otherwise unprepared mother to relax during her 
contractions, even during labor, and that even sedated 
mothers are still accessible to a greater or lesser 
degree of coaching. 


Continuous Nursing Care of the Mother 


Talks at the institutes on continuous nursing care 
stressed meeting the postpartal needs of the mother 
in the hospital. Discussion included: technics of breast 
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and perineal care; advantages of nursing; methods of 
encouraging and assisting women who wish to breast 
feed their babies; adequate nutrition; the need for all 
families—especially those having their first babies— 
to have some acquaintance with the infant before tak- 
ing it home; and the possibility of referral of selected 
mothers for public health nursing care in the home. 


For many mothers, the short time in the hospital 
after delivery does not give them enough opportunity 
to learn what they need to know about caring for 
themselves and their babies. Because of this short hos- 
pital stay, the technics of care used for the mother 
should be simple and easy for her to transfer to home 
use. Each nursing contact should be used to increase 
the mother’s knowledge and her feelings of security 
in her own ability. 


The criteria for evaluation of nursing procedures 
in care of the mother include these: safety; comfort; 
economy of time, effort and material; effectiveness, and 
finish or appearance. These factors apply to both 
breast and perineal care, as shown in Figure 1. 


The goals of safety are prevention of cross-infection, 
self-infection, or infection of the infant; and non- 
interference with the body’s own protective mecha- 
nisms. To prevent cross-infection, individual equip- 
ment is needed for each mother for breast and perineal 
care. It is recommended that pitchers of solution and 
containers of pads and cotton balls not be used in com- 
mon by, or for, many mothers. 


To prevent self-infection or infection of the baby, 
the breasts should be washed before the rest of the 
bath is given, and the mother must be given hand- 
washing facilities before each nursing. 


In perineal care, gentleness in wiping and a front 
to back motion should be stressed to the mother. Rou- 
tine use of antiseptic solutions is not recommended 
because the mother may then have a false sense of 
security; also, such solutions may interfere with the 
body’s own protective mechanisms. It is doubtful that 
such solutions are in contact with the skin for a suf- 
ficiently long period to be effective; the presence of 
body secretions will interfere with the antiseptic 
action; and, finally, some very popular antiseptics are 
ineffective when used on skin to which soap has previ- 
ously been applied. 


Comfort is increased by the cleanliness resulting 
from proper breast and perineal care. Support for the 
breasts, and the use of non-irritating sponges and 
solutions for perineal care will enhance the mother’s 
comfort during her hospital stay. 


Breast care need be carried out only once a day, and, 
to provide economy of the nurse’s time, may be done 
after instruction, by the mother, when she takes her 
bath in the morning. The nurse will need to give the 
necessary perineal care until the patient is ambula- 
tory; possibly thereafter, the nurse need give the care 
only after defecation. Each mother should be instructed 
in the proper technic of perineal care. 


To achieve economy of nursing effort, the mother 
should be given handwashing facilities before each 
nursing. As mentioned, with instruction, she can be 


responsible for her own perineal care when she has 
bathroom and/or shower privileges. Handwashing 
facilities for the mother before nursing seem to be 
particularly difficult to provide. Many hospitals cus- 
tomarily give the mother a gauze sponge moistened 
with an antiseptic solution with which she wipes her 
hands before handling the baby or her breasts. It 
seems doubtful that the antiseptic solution is in con- 
tact with the hands long enough to be effective. 


An economical choice of material will give the 
mother a clean washcloth and the usual bath equip- 
ment, and a clean face towel for covering the breasts 
or a clean nursing bra. Equipment for perineal care 
includes individual packages of sterile tissue wipes, 
and individually-wrapped, sterile, perineal pads, or 
pads and cotton balls wrapped together for the mother 
who is ambulatory. If individual perineal trays are 
used, they should be stocked with tap water in a 
covered pitcher, a can of pads and cotton balls wrapped 
and sterilized together, and paper bags or other con- 
tainers for disposal of used cotton balls and pads. 
Some hospitals are finding that a clean technic for 
perineal care is as satisfactory as a partially sterile 
technic. 


It is felt that simple, individualized technics for both 
breast and perineal care provide the greatest effec- 
tiveness in nursing procedure. Such technics are safe 
and comfortable, they are economical of nursing time, 
effort and material, and a properly instructed mother 
can easily transfer them to home use. 


A contented, comfortable mother, showing evidence 
of progressive healing is the criterion used to judge 
finish and/or appearance of the nursing procedure. 


General Considerations 


During discussions of nutrition at the institutes, 
questions posed were: Are the hospital’s meals always 
supplying recommended foods, especially to nursing 
mothers? Are these mothers being told of the im- 
portance of their own nutrition to successful breast 
feeding of their infants? 


Recognition was also given at the meetings to the 
“postpartum blues.” The feeling was expressed that 
such moods might be a natural reaction to the general 
letdown after delivery, or might arise perhaps from 
disappointment over the sex or appearance of the 
baby. Perhaps the mother feels fear about taking on 
additional responsibilities, or doubts her capabilities 
of being a good mother. 


Not all women experience a maternal feeling as soon 
as they have had the baby. This may cause considerable 
anxiety. Sometimes the explanation that maternal feel- 
ings are slow to come helps to alleviate anxiety. 


Various methods of teaching parents even during 
a short hospital stay were discussed. Rooming-in, 
either modified or complete, is considered valuable for 
this purpose. Bathing the baby in the mother’s room, at 
a time when the father is present, then allowing either 
one of the parents to give the bath under supervision 
the next time, is helpful. Observation of the mother 


and baby during nursing, either by breast or by bottle, 
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will indicate areas in which the mother needs addi- 
tional information. During this discussion, some em- 
phasis was put on the fact that all the nurses in the 
obstetrical department, not only those in the nursery, 
might participate in this teaching. The nurses usually 
enjoy such activity. 


Public health nurses who participated in the insti- 


technics of care used in the various hospitals. As their 
contribution to the subject of continuing nursing care, 
they described the services available to all mothers 
through the state health department. The public health 
nurses had to stress the fact that they could not take 
all referrals routinely, even of staff cases, but would 
be happy to try to visit mothers who had particular 
needs for continuing nursing care, either for them- 





tutes were most interested in 


learning about the 
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Criteria for Evaluation of Nursing Procedures 


selves or their babies. 





Criteria 


Breast Care 





Safety 
1. Prevents cross-infection 


2. Prevents self-infection or 
infection of infant 


3. Does not interfere with body's 
own protective mechanisms 


Individual equipment 


Washing of breasts before rest of 
bath 

Handwashing facilities for mother 

No routine use of antiseptic 
solutions 


Perineal Care 


Individual equipment 


Front to back wiping, gentleness 


No routine use of antiseptic 
solutions 





Cleanliness, support if needed 


Cleanliness, use of non-irritating 
solutions and sponges 





Needs to be done only once daily, 
mother may do after instruction 


Handwashing facilities for mother 
before each nursing 


Clean washcloth, usual bath equip- 
ment, clean face towel, or nurs- 
ing bra 


Individual breast trays may also 
include hand-cleansing facilities 


Will need to be done by nurse be- 
fore patient is ambulatory, and 
possibly once a day or after 
defecation 


May be done by mother after in- 
struction when she has bathroom 
and/or shower privileges 


Individual packages of sterile tissue 
wipes, and individually wrapped 
sterile perineal pads, or pad and 
cotton balls together 


Individual trays with all equipment 
to include: 
Tap water in pitcher 
Can of pads and cotton balls 
wrapped and sterilized together 
Paper bags and newspaper bags 
for disposal 





Comfort 
Economy 
1. Time 
2. Effort 
3. Material 
Effectiveness 


Safe, comfortable, does not inter- 
fere with body's own protective 
mechanisms, is easily transferred 
to home use 


Safe, comfortable, does not inter- 
fere with body's own protective 
mechanisms, is easily transferred 
to home use 





Finish or Appearance 





Contented, comfortable patient 


Contented, comfortable patient, 
progressive healing 
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Graduate Training Program 


For Care of 


.By Mary Abel, R.N.* 


Premature Infant 


@ Nurses in Indiana hospitals can obtain graduate train- 
ing in the care of the premature in a new four-week pro- 
gram at the Methodist Hospital, Indianapolis. Methodist 
operates the fifth largest newborn service in the United 
States, and the largest in Indiana. 


The program, a four-week course, operates five days a 
week to enable the student to return to her home over 
the week-end if she desires. Classes have been restricted 
to two to four students, because of present limited phys- 
ical facilities, and in order to give additional supervision 
and instruction. 


Three groups have completed the course, and it is 
planned to continue the programs as need and applications 
require. 


To provide good premature care, the nursery personnel 
who have that responsibility should be given the chance 
to obtain additional experience under competent instruc- 
tion in centers in which a large volume of clinica] ma- 
terial is available. 


Objectives of our course are to equip the nurse to give 
adequate and proper care to the premature infant, by 
acquainting her with principles of premature care, physio- 
logical handicaps of the premature infant, and basic skills 


*Miss Abel is instructor and head nurse of the premature nursery, 
Methodist Hospital, Indianapolis, Ind. 


Mrs. Elizabeth Grossman, obstetrics super- 
visor, and Patricia Miller (r.) student nurse, 
prepare a baby for examination in the ex- 
amining room. This room is used by per- 
sons who do not work in the nursery, such 
as a doctor, or a priest who baptizes the 


essential for good premature nursing care. 


Contributory objectives include having an understand- 
ing of the obstetrical aspects, prenatal care, premature 
labor and delivery, the total problem of prematurity, and 
the public health aspects. 


The nurse-instructor gives lectures on the problem of 
prematurity, principles of premature care, a comparison 
of the full-term baby with the premature baby, and clini- 
cal appraisal of the premature infant. 


A demonstration of special equipment is given, and a 
clinical appraisal of the premature infant. Emphasis is 
on the care of the premature infant in the delivery room, 
and admission to the nursery. 


Feeding problems are stressed. Additional material is 
presented on oxygen, humidity, and temperature. 


Criteria for discharge and instructions for home care 
are subjects of other lectures. 


There is a discussion on adapting care to the physical 
facilities in specific situations and management of the 
premature nursery, and one on records and their im- 
portance. E 


C. O. McCormick, M.D., obstetrical advisor, lectures on 
the obstetrical aspects of prematurity. William Chattin, 











M.D., chairman of the pediatric service, discusses the 
physiological handicaps of the premature infant. 


The hospital dietitian provides a tour of the formula 
laboratory for the class and discusses formula prepara- 
tion in an hour session. 


Arrangements are made for two days of observation ‘in 
the full-term nursery. This session has been provided be- 
cause many nurses attending the program are responsi- 
ble for full-term as well as premature infants. 


The students watch delivery of both a full-term infant 
and a premature infant. 


Observation in a prenatal clinic has been provided be- 
cause of the importance of prenatal care in preventing 
premature births. 


A field trip to the Planned Parenthood Clinic with stu- 
dents of the school of nursing has been arranged with the 
clinical instructor in obstetrics. 


Mrs. Grossman (r.) and Mary 
Abel, head nurse, premature nur- 
sery, discuss a plan of infant care 
to be used in the graduate nurse 
program in premature care. 














Because care of the premature baby does not end with 
the infant’s dismissal from the hospital, the group accom- 
panies a visiting nurse into a home in which there is a 
premature infant. 


Various physical situations of premature care have been 
provided for the student to observe. Field trips are made 
to Indianapolis General Hospital, and to Coleman Hospi- 
tal for Women of the Indiana University Medical Center, 
arranged through the administrator and director of nurs- 
ing at each hospital. These trips emphasize that princi- 
ples of premature care may be carried out in various ways 
at different hospitals. 


The graduate students spend considerable time under 
close supervision in the nursery. Experience includes: 
daily bath; nipple, gavage, and polyethylene tube feeding; 
admission of the infant; care in the Armstrong incubator, 
the Isolette, and the rocking incubator; dismissal of in- 
fant; use of mist and aspirating equipment, and the use 
of good technic. 
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Miss Abel shows an_ incubator 
which rocks in four directions, 
giving additional stimulation to 
the “preemie” in his first 24 hours. 
It simulates motion in the mother's 
womb. 































v 


. 


\ 


v 





. 


SUSESERERES SESS: 


. 


£ 


Parents may view their children through the large glass window at 
appropriate times. The average daily census in the premature 
nursery has been 18-20, with a high of 28. The busiest seasons 


seem to be during the Christmas holidays and during the summer 
months. 





CONFERENCES WITH INSTRUCTOR 

Each student has three conferences with her instructor. 
The individual conference has been set up to help the stu- 
dent solve problems existing in her particular situation, 
and to assist in planning improvements and changes. Con- 
ferences are important, as the purpose of the course to 
improve care of premature infants in Indiana can only be 


accomplished by improving premature nursing care in the 
students’ home hospitals. 


Each student submits a written evaluation of the course, 
which is helpful in planning future courses. She receives 
a certificate upon completion of the course. 


The idea for the course started in 1940, when the Indi- 
ana State Board of Health became interested in develop- 
ing a premature center at an Indianapolis hospital. C. O. 
McCermick, M.D., was given the responsibility of finding 
a location and sufficient funds to finance the venture. 
Methodist Hospital offered the space, and the Variety 
Club of Indianapolis consented to finance it. When World 
War II started and Methodist Hospital became over 
crowded, the idea was dropped. 


It was revived in 1954, when the Division on Maternal 
and Child Health of the Indiana State Board of Health, 
and the committee of the Indiana State Medical Associa- 
tion, with the help of Dr. McCormick, started looking for 
a hospital for a premature center. 


Methodist Hospital again showed a definite interest. 
Jack Hahn, administrator, called a meeting to discuss how 
a program for graduate nurses in premature care could 
be set up. Representatives of the Indiana State Board of 
Health, Indiana State Medical Association, and members 
of the pediatric and obstetrical staffs, director of nursing 
service, supervisor of obstetrics, and the head nurse of the 
premature nursery at Methodist attended. 


The group decided that Dr. Chattin and the author 
should attend a premature institute at New York Hospi- 
tal-Cornell Medical Center, New York City, in May 1955, 
under the sponsorship of Methodist Hospital and the Indi- 
ana State Board of Health. Upon returning, we guided 
the establishment of the program. 


Classroom lectures and discussion take 22 hours; field 
trips 8 hours; orientation, individual conferences, demon- 
strations, and basic instruction, 64 hours, and supervised 
experience 66 hours. The total time spent equals 160 
hours. 


COURSE OUTLINE 
Class 


FIRST WEEK 





Nursery Experience 















Orientation 
Introduction to course to premature 
nursery 
2 Problem of Prematurity 
| Principles of Premature Daily bath 
Care 


1 Physiological Handicaps 
of Premature Infant 
! Obstetrical Aspects 


1 Comparison of Full-Term 
with Premature 












Nipple feeding 






| Clinical Appraisal of 
Premature 




























2 Demonstration: of 
Equipment 








| Care of Premature in 
Delivery Room 


Care in Arm- 
strong incubator 
and Ilsolette 





| Admission to Nursery 
11 CLASS HOURS 


SECOND WEEK 


| Physiological Handicaps 
of Premature 





Gavage feedings 


1 Feeding 


| Role of Oxygen, Admission of baby 
Humidity, and Temperature and initial bath 

1 Specific Conditions 
Individual Conferences 


CLASS HOURS 


THIRD WEEK 
| Family Relationships 


| Criteria for Discharge 
Instruction for Home Care 


! Adopting Care to 
Physical Facilties 


1 Introduction to Full-Term 
Nursery 


| Records and their 
Importance 


CLASS HOURS 
FOURTH WEEK 


| Formula Preparation 


Dismissing baby 


Full-term nursery 
for 2 days 





Prenatal clinic 
Field trip to 
Coleman & 
General 


! Evaluation Conference 
Individual Conference 


CLASS HOURS 
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Obstetrical Training For Practical Nurses 


By Jo. Marie Cavelius, R.N.* 


@ Since September, 1955, New England Hospital, Boston, 
has given obstetrical training to practical nurses under an 
affiliation program with the accredited training school for 
practical nurses at the Pondville Hospital, Wapole, Mass. 


Our hospital has a capacity of 150 beds, with 36 mater- 
nity beds and 36 bassinets and a premature nursery for 
four infants. 


Of the 15 months’ training in the course, eight weeks 
is allocated for obstetrical training—usually given in the 
last four or six months. This includes 20 hours of class- 
room instruction. The balance is practical experience. 


The course content varies somewhat with each group. 
Some students are interested in going into more detail. 
A procedure book is given to each student in which a re- 
cord is kept of the demonstrations given of the procedures 
and the routine technics used in this specific hospital and 
of the number of times each student does each procedure. 
The student is at all times under the direct supervision of 
a registered nurse. 


The general outline of procedures demonstrated is as 
follows: 


Maternity Ward 


Admission to hospital 
Binders in pregnancy and labor. 
Scultetus 
Permanent Breast Binders 
Charting 
Checking clothes, valuables 
Cleaning unit 
Discharge of patients 
Treatments 
Catheterization 
Heat to perineum 
Perineal care 


Delivery Room 
Admission 
Charting 
Timing contractions 
Care of room after delivery 
Identification bracelet 


Transfer to ward 
Set-up for delivery 


Nursery 


Admission 

Applying binders 
Care of buttocks 
Care of cord 

Care of circumcision 
Care of eyes, mouth 


*Miss Cavelius is obstetrical supervisor 
New England Hospital, Boston. 
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Care of skin 
Care of unit 
Charting 

Amount of feeding 


Stools, color, consistency 
Respiration 
Vomitus 
Dressing baby 
Discharge of baby 
Feeding 
Bottle 
Supplementary 
Taking babies to mothers 
Breast-feeding 
Bottle-feeding 
Temperature by axilla 
Weighing 
Daily 
A.C. and P.C. 
Baths 
Lotion 
Sponge 


Below: Miss Cavelius (I.) uses Dickinson-Belskie Birth Atlas, obtained from the Maternity Center Asso- 
ciation, as a teaching aid in showing students Kathleen Maclean and Beatrice Irwin various stages 








Procedures Done Under Supervision 


Care of eyes of newborn in delivery room 
Checking fetal heart 

Catheterization — 

Resuscitation 

Rupture of membranes (medical) 

Sterile table set-up 

Suctioning for mucus 


Assist with Procedures in Outpatient Department and De- 
livery Room 

Laboratory work e 

Medications in delivery room and ward 

Pelvic examination 

Rectal examination 

Rupture of membranes (surgical) 

X-ray (chest, abdomen) 


Observations 


Deliveries 
Normal 
Operative 
Cesarean section 


Milk Laboratory 
Preparation of formula 


Students may give some medication to mothers during 
labor and the postpartum period—under supervision of a 
registered nurse. 


About half our patients come in through the clinic. Work 
in the outpatient department is therefore an important 
part of the program. Students go over to observe when 
complete initial physical examinations are given prenatal 
patients on Mondays and Wednesdays, and they attend 
routine clinics held Tuesday and Thursday mornings. The 
prenatal problem clinic is held on Friday mornings. Since 
each case receives individual attention, no more than two 
students at a time are sent over for each observation. The 
nurse in charge of the department describes any special 
problems.*The postpartum clinic is also held on Friday 
mornings. 


CLASSROOM INSTRUCTION 





The 20 hours of classroom instruction are organized as 
follows: 


First week: 


Nursing during pregnancy 

Brief review—reproductive organs 

Statistics on infant and maternal mortality and mor- 
bidity 

Signs and symptoms of pregnancy 

Management of normal pregnancy through the prenatal 
clinic and private doctors 

Any minor complications and how they are treated 


By Friday of the first week, we show students about 
admitting a patient to the maternity ward who is coming 
to the hospital for delivery. Doctors examine patients in 
the ward, and patients are admitted directly to the delivery 
room suite. 


Second week: 


Mechanics of labor and delivery 
Signs and symptoms of approaching labor 


Three stages of labor and the position of the fetus. We 
try to avoid getting into too many technical terms, but 
many students get interested after hearing various terms 
and like to know what they mean. 















Above: Miss Cavelius (I.), at patient's bedside, shows students Beatrice 
Irwin and Kathleen Maclean how to take fetal heartbeat. 





Types of deliveries 
Nursing care in the delivery room and labor in the delivery 
room. We also include some information about home deliveries. 


Third week: 


Care of the patient after delivery 

Perineal care. This is usually broken down into immediate 
care, care 12-24 hours after delivery, instructions to mothers, 
and exercises they do while in bed in the hospital. 

Around the end of the third week the chief of the obstetrical 
staff lectures to the class on the complications of pregnancy. 
A mid-term examination is given. 


Fourth week: 


Care of the newborn 

Transfer to nursery 

Things to watch for in first 12 hours 

Daily care of the newborn—bathing, care of the eyes, formulas 

Usually during this week the group is divided, so that they 
can go into the milk laboratory and learn about making formulas. 

A member of the anesthesia department lectures on the his- 
tory of anesthesia and its use on obstetrical patients, with 
emphasis on hazards of anesthesia and how they can be avoided. 
The chief of obstetrics gives another lecture on the complica- 
tions of labor, delivery, and the postpartum period. 


Fifth week: 


Review and any questions students may have. Final exa:nina- 
tion. 

During the last three weeks no classes are held. Students 
have two weeks of either 3-11 p.m. or 11 p.m.-7 a.m.—for the 
most part on the wards or in the nursery. The third week is 
day duty. 

Students are required to observe one to three deliveries. 
Ordinarily we have them go into the delivery room for four or 
five days. Then, if the department is not busy, they go out on 
the wards. 

They are sometimes allowed to attend the obstetrical staff 
conference on Monday mornings, if we know the subject matter 
beforehand and believe it will be worthwhile and not too tech- 
nical for them. 

The text used by students is Simplified Nursing, by Florence 
Dakin and Ella M. Thompson (Lippincott). We also use the 
pampiilet Prenatal Care, published by the U.S. Department of 
Health, Education, and Welfare. Among the teaching aids I use 
are the Dickinson-Belskie Birth Atlas, obtained from the Mater- 
nity Center Association, a film by one of the milk companies 
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on formula preparation, and Mother and Baby Care in Pictures, 
by Louise Zabriskie (Lippincott) | 


EVALUATION SHEETS COMPILED 


A form and evaluation sheet is made out on the student for 
each service—nursery, maternity, and delivery room. Staff 
nurses keep the records on which the sheets are based, and the 
sheets are compiled by the supervisor and sent to the school. 

Usually the supervisor holds individual conferences with each 
student about halfway through the course and again at the end. 





There are no less than three in training at one time, and 
usually no more than five. 

We find that a younger group is coming into practical nursing 
—girls who do not want to spend three years or more in training 
to become a registered nurse, or complete the baccalaureate 
program, or cannot afford to do so. 

Our own department staff includes two practical nurses in 
the nursery, none in the delivery room, one in the outpatient 
department, and none on the wards. We also use aides, and the 
hospital has a 40-hour training course for aides. 


Left: Expectant mothers get child care in 
formation from experts—seven young moth- 
ers and a pediatrician. Tom Callahan, three- 
year-old cowboy, helps Francis Kodl, M.D., 
give the final lecture. The mothers, all 
patients of Dr. Kodi, are: Mrs. Thomas 
Callahan; Mrs. John Karras and John, two; 
Mrs. George Wesbey and George, 18 
months; Mrs. George Supplitt and Peter, |; 
Mrs. Loren Horton and Jan six months; 
Mrs. Richard Arend and Jacqueline, three 
months; and Mrs. Eugene Foster and Kim- 
berly Suzanne. 


ANTICIPATORY GUIDANCE GIVEN FOR EXPECTANT PARENTS 


@ Five free courses for expectant parents, held each year 
since 1949 at MacNeal Memorial Hospital, Berwyn, IIl., 
are sponsored by the hospital as a community service. 


Pediatricians, obstetricians, dietitians, nurses and moth- 
ers give the weekly lectures. Eight lectures are slanted 
for the mothers-to-be, and one, given by an obstetrician, 
is specifically designed for the father-to-be. 


The course follows a chronological order from the time 
the mother becomes pregnant until the baby is three years. 


The first class is given by a resident doctor. It acquaints 
the mother with anatomy and physiology as it relates to 
pregnancy. Growth and development of the baby are dis- 
cussed. Emotional effects of pregnancy are explained 
to allay fears and apprehension. The movie “Human Re- 
production” is shown as a teaching aid. 


The next class is divided into two parts. During the 
first part, an obstetrician discusses the proper care for 
the expectant mother during pregnancy. The movie 
“Prenatal Care” is shown. During the second part, the 
mothers tour the maternity floor, viewing patients’ rooms, 
nurseries, and the labor and delivery rooms. A delivery 
room nurse explains the hospital procedures. 


Below: Amy Johnson, R.N., obstetrical supervisor, presents diplomas 
to three graduating members of Expectant Mothers’ Course at 
MacNeal Memorial Hospital. The graduates with Miss Johnson 
are (I. to r.): Mrs. Robert G. Lambert, La Grange; Mrs. Frank Hajek, 
Berwyn, and Mrs. John Yelnick, La Grange. 


eS ities 





In the third class period a dietitian expleins the im- 
portance of proper nutrition and a balanced diet for the 
mother during pregnancy. The movie, “Something You 
Didn’t Eat,” emphasizes the lecture. 


The labor and delivery room supervisor conducts the 
fourth class during which the expectant mother is given 
an understanding of how a baby is born. The material 
covered includes: early signs of approaching labor, im- 
mediate signs of labor, what to report to the doctor, when 
to come to the hospital, stages of labor, how to relax 
during labor, and the birth. The movie “Labor and De- 
livery” is presented. 


The nursery supervisor takes over the fifth class. Iden- 
tification methods such as footprints and name bracelets 
are explained. The baby’s feeding schedule in the hospital 
is discussed, as well as care of the cord, and circumcision. 
A sponge bath is demonstrated, followed by the movie, 
“Baby’s Tub Bath.” 


The obstetrical supervisor, in the sixth class, explains 
the baby’s physical needs, breast feeding, and different 
types of nursing bottles. The proper way to hold a nursing 
bottle when feeding the baby is demonstrated and the 
feeding schedule is explained. Then comes a practice 
session on changing diapers and fixing layettes. The class 
closes with the movie “Know Your Baby.” 


Formula preparation is the subject of the seventh class, 
conducted by the obstetrical supervisor. 


A pediatrician conducts the final class. A panel of 
mothers discuss the behavior and development problems 
they have encountered with their children. Seven babies, 
from three weeks to three years old, act as models. The 
doctor discusses the advantages and disadvantages of 
breast and bottle feeding, and also covers weaning, toilet 
training, thumbsucking, and other problems. “Children’s 
Emotions” is the final movie. 


The course is supervised by Amy Johnson, R.N., ob- 
stetrical supervisor; Gardis Dahle, R.N., delivery room, 
supervisor; and Mable Wilen, R.N., nursery supervisor. 
Members of the women’s auxiliary take attendance and 
serve milk, juices, and cookies during the lectures. 
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(Abstract of a paper from the biennial meeting of the National 
League for Nursing, Cleveland, June, 1953) 


Mental Hygiene Role of Nurse 


Gerald Caplan, M.D., Lecturer in Mental Health, School of 
Public Health, Harvard University, Boston—The nurse 
has a specific role in the field of mental hygiene in maternal 
and child care. She is a general practitioner among the 
many specialists who give advice in this field. She must 
know something about obstetrics, pediatrics, psychology, 
social work, and yet must realize that she is not qualified to 
operate independently in any of these fields. 

Rather than try to compete with the specialists, she 
should concentrate on fulfilling her own specialized func- 
tion, which arises from her relationship with her patient. 

Chief characteristic of this relationship is closeness: 
(1) closeness in space—physical penetration of the nurse 
into the patient’s environment, whether in the hospital or 
at home; (2) closeness in time—opportunity for frequent 
contact with the patient during pregnancy, labor, the lying- 
in period, and the postpartum period; (3) sociological 
closeness—feeling of the patient that the nurse is on her 
own level—somewhat like a sister—instead of above her; 
(4) psychological closeness—less formality in the nurse- 
patient relationship than in the specialist-patient relation- 
ship. The nurse involves herself more freely in the pa- 
tient’s problems. 

What are the mental hygiene functions of the nurse? 

First, because of her close contact with the patient, she 
has an excellent opportunity for case-finding. She can 
collect information and make observations when patients 
are not on guard. Secondly, having recognized a situation 
which is a mental health hazard, she has an essential role 
in motivating the patient to seek help from qualified pro- 
fessional persons. 

Thirdly, she has a twofold job of interpretation—inter- 
preting the patient to the specialists and the specialists to 
the patient. 

She gives emotional support to the mother—as an equal, 
a “wise sister,” rather than as a superior. Help by the 
nurse in preparing the layette, bathing the baby, making 
the formula, and supervision of breast feeding brings 
nurse and patient closer together. 

She teaches the patient. The nurse must be careful, 
however, that in becoming a teacher she does not tend to 


(Abstract of a paper given at the annual meeting of the American 
College of Obstetricians and Gynecologists, Atlantic City, April, 
1959) 


Begin Training Now 


Nurse-Midwives Can Help 
Alleviate Shortage 


Provision of proper care to the patient during labor 
and delivery is a significant fact in keeping down 
the infant mortality rate. Yet statistics show that 
we can soon anticipate between 5.5 and 6 million 
births annually, a 40-50 percent increase in our 
present rate, while the number of physicians is 
expected to increase by only 14 percent. 


The solution to providing ever more adequate care 
to an increasing number of women seems to lie in the 
use of nurse-midwives, and the adoption of suitable 
training programs for them. 


assume more the role of a parent than a sister. If she 
does this, her sociological closeness to the patient is im- 
mediately destroyed. Teaching methods should be in- 
formal, and the nurse should not set herself up an as ex- 
pert. 

Although I believe closeness to the patient is the funda- 
mental basis for the unique mental hygiene role of the 
nurse, I am not opposed to present efforts of the nursing 
profession to raise their professional status. To facilitate 
better interpretation of the patient to the specialist, there 
should be more recognition by specialists of the nurse’s 
ability as a specialist in her own field—one who is quali- 
fied to make reports. 

However, the nurse, after being accepted by the doctor 
more or less on his level, must still be able to go back 
down the scale to the patient’s level. There is the danger 
that with increasing specialization she may strive to be- 
come more like the other specialists and may lose sight 
of her own special role in treating the patient. 

Technics of interviewing and handling patients which 
are appropriate to the nurse’s mental hygiene role must 
be developed. 

There is a great need for research on the special cir- 
cumstances which are likely to produce mental health 
hazards in pregnancy and infancy. Among subjects on 
which research is needed are: prematurity, the Rh-nega- 
tive mother, illegitimacy, failed attempts at abortion, 
birth trauma in the child, and many others. 

Because of her closeness to the patient, the nurse is 
inevitably involved in emotional problems herself. Her 
own problems may be stimulated by those of her patients. 
She may even try to work out her problems on her pa- 
tients—perhaps by attempting to usurp the mother’s role 
and become possessive of the baby. Or she may withdraw 
from involving herself with her patients. 

The best safeguard against such emotional upsets, which 
must be regarded as a routine occupational hazard, is the 
use of technics of supervision such as those adopted by 
case work and psychotherapy. The nursing supervisor can 
provide limited help in some crisis situations, but cannot 
become involved because of her supervisory role. There- 
fore there is a need for an outside person—the mental 
hygiene consultant—who can allow herself to become in- 
volved in the nurse’s problems and can help her overcome 


the obstacles which keep her from working at maximum 
efficiency. 


Not to enter the picture as an independent prac- 
titioner of midwifery, the nurse-midwife would 
nevertheless be available to provide the nearly con- 
stant attention needed by the patients in labor; she 
would be a part of the obstetrical team to function 
in emergencies, either as a more experienced and 
well-trained aide to the doctor, or in small com- 
munity or rural hospitals where resident physicians 
are not present to accommodate emergency births 
which might occur before the arrival of the busy 
local practitioner. 


Despite the statistics which ascribe 95 percent of 
all births to “physician in hospital,” there is reason 
to believe that this designation may not always be 
accurate. Approximately 4,500 of our general hos- 
pitals have no house training program, and may not 
have a resident physician. As a result, the training 
and skills of the attendant nurse during labor be- 
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come increasingly important, since the life of the 
unborn child as well as the mother is involved. 


One negative consideration to this proposal is 
that it might take personnel from the already de- 
pleted ranks of general nurses. This, of course, can- 
not be answered. But there is always the reverse 
possibility that it might in fact swell the nursing 
ranks by providing an additional rewarding and 


attractive specialty within the profession. 


With disturbing evidence of inadequacies, present 
and approaching, the time to begin such a training 
program is now, and the obstetrician is the key per- 
son to endorse the training and utilization of nurse- 
midwives. — John Whitridge, Jr., M.D., department 
of obstetrics, Johns Hopkins University, Baltimore, 
Md. 


The Mothercraft Concept 


In Maternal Care 


By Kate H. Miles* 


e In a pleasant residential section of Toronto stands 
a beautiful building, still bearing all the outward signs 
of a home. On one of its gateposts is a brass plate 
inscribed “Mothercraft Centre.” A wall and fence 
give the building privacy, but passersby can catch 
glimpses of a circular drive, shrubbery, a large piece 
of statuary, and the facade and porte-cochere of a 
formal residence. 


This is the somewhat unorthodox appearance of a 
general hospital which is recognized by the Ontario 
Department of Health, but which does not receive 
cases of sickness or disease. And perhaps its unortho- 
dox appearance is in keeping with its philosophy. For 
this is the Mothercraft Hospital. 


The former owner of the property had learned of 
Mothercraft in London and had met its founder, Dr. 
Frederick Truby King of New Zealand. Early in the 
Forties, she made private arrangements with the presi- 
dent of the Canadian Mothercraft Society to transfer 
the estate to the organization at a fraction of its value, 
and to move in the new occupants. 


What is the purpose of this strange type of hos- 
pital? Briefly, health—for the mother and her new 
baby. Dr. King believed that when the wife and mother 
understands her job and has the fundamentals of health 
within her grasp, she can give her baby the best pos- 
sible start and can make her home a place of happiness 
and an important part of national life. He made the 
concept work in his native country over fifty years ago; 
it still works there, and in other countries as well. 


It was in 1907 that Dr. King returned from Edin- 
burgh to New Zealand at the government’s invitation 
to organize an adequate hospital and nursing system. 
Special attention was paid to maternal and child care, 
in an effort to reduce the appalling infant mortality. 


*Canadian Mothercraft Society, Toronto, Ont., Canada. 
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So sound were the practices Dr. King set up that in 
one year New Zealand’s infant death rate was reduced 
by one-half. 


Under the system, maternal and child care were 
considered as one division rather than two. Special 
hospitals were established to which mothers could go 
for a transition period after leaving the maternity 
hospital. In addition, small centers were made avail- 
able to mothers in remote sections. In later years, 
mobile clinics became the extended service. 


To make his teaching available to all women, every- 
where, Dr. King prepared a 3-month postgraduate 
course for registered nurses, and a l-year course for 
young girls, which was intended as a training in 
motherhood. So valuable were these young nurses 
with their specialized training that in New Zealand as 
well as in other countries where the work was later 
established, these nurses have found favor both with 
mothers and also with the majority of doctors. The 
training they receive is both a profession, while they 
work, and a preparation for their own motherhood. 


Naturally the sharp reduction in infant deaths in 
New Zealand brought inquiries from all parts of the 
world, and eventually, Mothercraft organizations were 
established in all the countries of the Commonwealth. 
Always, these were voluntary organizations, recog- 
nized by the government. Mothercraft is the name 
generally used today, although in New Zealand, the 
formal designation has always been The Royal Society 
for the Health of Women and Children. It is estimated 
that .today, 80 percent of the babies born in New 
Zealand each year are cared for under this system. 


The Canadian Mothercraft Society was founded in 
1933 and was patterned on the New Zealand organ- 
ization. The aims and objectives of the Canadian 
Mothercraft Society are these: 
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“1. To uphold the sacredness of the body and the 
duty of health; to inculcate a lofty view of the re- 
sponsibilities of maternity and the duty of every 
mother to fit herself for the perfect fulfillment of the 
natural calls of motherhood, both before and after 
childbirth, and especially to advocate and promote 
the breast-feeding of infants. 


“2. To acquire accurate information and knowledge 
of matters affecting the health of women and child- 
ren, and to disseminate such knowledge through the 
agency of its members, nurses and others by means 
of the natural handing-on from one recipient or bene- 
ficiary to another and the use of such agencies as 
periodical meetings at members’ houses or elsewhere, 
demonstrations, lectures, correspondence, newspaper 
articles, pamphlets, books, etc. 


“3. To train specially, and to employ qualified 
nurses, to be called Mothercraft nurses, whose duty 
it will be to give sound, reliable instruction, advice 
and assistance to any member of the community de- 
siring such services, on matters affecting the health 
and well-being of women, especially during pregnan- 
cy and while nursing infants, and on matters affect- 
ing the health and well-being of their children, 
and also to endeavor to educate and help parents and 
others in a practical way in domestic hygiene in 
general, all these things being done with a view 
to conserving the health and strength of the rising 
generation and rendering both mother and offspring 
hardy, healthy and resistive to disease. 


“4. To co-operate with any present or future or- 
ganizations working for any of the foregoing or 
cognate objects.” 


The field of Mothercraft begins prenatally and 
goes on until the child reaches school age. At the 
Mothercraft hospital, classes, in eight- or nine-week 
courses, are held weekly for pregnant women, who 
come with their doctors’ consent. Preparation for 
the Grantly Dick Read method of conscious birth is 
given by nurses trained at the Maternity Center, 
New York. 


After the birth of the baby in the obstetrical sec- 
tion of one of the regular hospitals, some of the 
mothers who have had this prenatal preparation 


carry on by going for a short period to the Mother- 
craft Hospital, or by engaging a well baby nurse, 
trained by Mothercraft to carry on part of the pro- 
gram at home. There are district clinics, also, and 
headquarters offices where postgraduate nurses are 
available for consultation and advice. 


With few alterations, the handsome residence ac- 
quired in 1942 has been adapted to the purposes of a 
Mothercraft hospital. There are two large wards for 
older children on the ground floor; one of: these opens 
on to a porch and terrace overlooking acres of 
lawns and gardens. Upstairs are beds for nine 
mothers with adjacent nurseries for their babies: 
thus, the babies are always available for periods of 
mothering, for practice in bathing, and for feeding. 
The mothers’ meals are served in a handsome sitting 
room, where they may also relax. With few excep- 
tions this period at the hospital provides a transition, 
especially for the mother of a first child. The mother 
obtains a relaxed nervous system, enjoyment of sur- 
roundings, good food, and valuable information. 


From his research on the care of the child, itself, 
Dr. King came to the conclusion that every baby, 
whether ill or well, needs twelve essentials. These 
essentials are: air, water, food (the best food being 
the mother’s milk), clothing, bathing, muscular exer- 
cise and sensory stimulation, warmth, regularity of 
all habits, cleanliness, mothering, management, and 
rest and sleep. 


Each essential was described by Dr. King in his 
writings. Recently, to mark the fiftieth anniversary 
of the work in New Zealand, the nursing body pre- 
pared a book, From the Pen of F. Truby King, which 
explains his findings and his beliefs. 


Outstanding in his concepts is the great responsi- 
bility he gave his nurses. They were taught to plan 
diets for babies—a controversial point at that time— 
and were taught how to render, by caloric estimation, 
the milk of any animal—cow, camel, or water buffalo 
—to the percentage composition of human milk. 


Dr. King believed in breast feeding in almost every 
instance,. but, for the exception, he prepared Karitane 
products, which today are available around the world. 
They are made by a non-profit factory, and have come 
into Canada duty-free since the Society was organized. 
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and Infant Care, held in Spring field) 
Emotional Stabilizers 


Enlightened Patient Makes Best 
Adjustment to Psychological Changes 
Pregnancy is a major experience for women, and 
brings changes in the physical, psychological, so- 
cial, and economic spheres. 





It is a truism that there are no specific psy- 
chiatric diseases that occur during pregnancy or in 
the post-partum period. We encounter the same 
diagnostic categories that we do in non-pregnant 
women. Latent or repressed psychological factors 
may, under the stress of maintaining physiological 
and emotional balance, prove too great for the 
patient’s ego resources, with the result that psycho- 
pathological reactions occur. The incidence of 
psychological disturbance has never been deter- 
mined, to my knowledge. My clinical impression 
is that such reactions are relatively rare as judged 
by psychiatric consultations. 


In a study at the Harvard Family Health Clinic, 
80 percent of a group of lower middle and upper 
lower socio-economic class primiparas admitted 
conscious feelings of marked disanpointment and 
anxiety when they found they had become preg- 
nant. Many women hide these feelings, not only 
because they conflict with their own explicit.value 
system, but also because they fear condemnation. 
As the pregnancy advances, the number of mothers 
rejecting their babies continues to decline and 
by the middle of the fifth month there are few 
women who have not decided that they are glad 
they are pregnant. They have not been rejecting 
the baby but the pregnancy. 


The occurrence of psychiatric disturbanee is, like 
normalcy, dependent upon the individual's per- 
sonality structure. A primipara has literally been 
in preparation for pregnancy since she herself 
was a baby. Her reaction, then, is determined 
basically by the success she’s met with in making 
her fundamental life adjustment, being a woman. 
Even a relatively well-adjusted woman may suffer 
either a neurotic or psychotic illness, depending 
on the stresses she’s exposed to. 


Usually in the early stages of pregnancy, appre- 
hensions are of physical change. Here we find 
disproportionate concern with the diet and minor 
physical discomforts. Many women, because of 
restlessness, unhappiness, boredom, or as a re- 
volt against restrictions, derive a particular grati- 
fication from overeating. Later, when the matter 
of loss of figure is no longer academic, the need 
for oral gratification may increase. 


Another significant symptom is that of persist- 
ent nausea and vomiting. ‘This can be attributed 
to a form of attempted expulsion of the fetus, 


(Abstract of a lecture at the 1959 Illinois Congress on Maternal 


relayed to childhood ideas of oral impregnation, 
but a physical basis may exist, and some authori- 
ties feel this is primarily the cause. To favor 
its being a psychological situation is the experi- 
ence that the symptom usually yields to hypnotic 
suggestion. 


Early in the third trimester are other symptoms 
whose origin are unknown. They are probably 
the emotional manifestations of complicated meta- 
bolic processes. Mood changes such as euphoria, 
mild depression, mood swings, irritability and 
capricious changes in appetite are seen. These 
cause the patient and her family discomfort, and 
may also alarm them. Reassurance regarding their 
normalcy is important. 


One special example of appetite change is of 
considerable importance, and that is an altera- 
tion in the women’s sexual desire, which is 
usually associated with changes in sexual perform- 
ance. This may easily lead to marital dithculties, 
especially since her lowered sexual performance 
coincides with increased demands for love and 
alfection. The obstetrician should seize an early 
opportunity for a joint conference with husband 
and wife, and within the context of a general 
discussion about the expectable mariifestations of 
pregnancy, information can be imparted about 
the changes in sex lile which often occur. 

Another common manifestation of pregnancy is 
the increased introversion, passivity, and depend- 
ency of many women. This begins to be seen in 
the middle of the second trimester, rises to a 
peak around the 30th to 35th week, and doesn’t 
disappear till a few weeks after delivery. 


This change is probably hormonal in origin, 
and may have the biological meaning that in the 
same way the woman needs to take in extra 
nourishment to build the tissues of her fetus, she 
has to take in extra supplies of love and affec- 
tion which she will later pass on to her baby. 
The husband needs reassurance that his wife’s per- 
sonality changes are of a temporary nature, and 
have a useful aspect in regard to funneling the 
love of the whole family into a reservoir for 
the use of the new baby. 


In the latter part of gestation, a patient's fears 
are usually of another sort. Here we find ap- 
prehension about the baby, such as sex, its bodily 
and mental integrity and the approaching ex- 
perience of labor. 

The physician who attends a pregnant woman 
has responsibility for her mental as well as physi- 
cal care. If he engages the patient's interest and 
makes her at ease in his presence, he can cor- 
rect mistaken ideas and previous faulty advice. He 
can sometimes afford both opportunity for ven- 
tilation and a degree of reassurance of her fears 
and dreads. The physician himself is the most 
therapeutic agent available to his patient. — Paul 
M. Cadwell, M.D. Springfield, Il. 
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(Abstract of a lecture at the seventh American Congress on 
Maternal Care, Chicago, July, 1957) 


Psychiatrist Should Know Mother's Fears, 
Fantasies, Emotional Background 


Interpersonal Factors, Father's Emotional 
And Material Support Also Important 


The psychiatrist’s contribution to complete natal care 
should include six specific areas of knowledge: 


(1) Details of the mother’s emotional background. 


(2) Evaluation of interpersonal and sociological reality 
factors at the time of delivery. 


(3) Facts of the father’s availability for material and 
emotional support. 


(4) A verbalized description of the specific fears and 
fantasies about the unborn child and the reaction to the 
newborn infant. 


(5) A description of the mother’s hopes and fantasies 
for the baby’s future, including the reasons for the choice 
of the child’s name. 


(6) Awareness of the mother’s pain and anxiety 
threshold and her ability to verbalize it—Mary Giffin, 
M.D., Consultant in Psychiatry, Mayo Clinic, Rochester, 
Minn. 


Q. What are the possible hazards to the patient in hav- 
ing a different physician for her delivery—if her own 
physician is on vacation, for instance? 


DR. GIFFIN: There are probably no hazards to the normal 
person. There might be in the dependent person. 


Q. What about fathers in the delivery room? 


DR. GIFFIN: This practice seems to be an example of 
morbid curiosity to me. 


Q. Is every man who wishes to be present necessarily 
interested in watching? Some are concerned about the 
support of their wives. 


DR. GIFFIN: There is no question that many well-in- 
tentioned men feel that they can help. But most will ac- 
cept the obstetrician’s statement that they will not be 
needed. 


(Abstract of a talk at the 1957 meeting of the American Public 
Health Association, Atlantic City, N.7.) 


Rubella in First Trimester 
Causes Death or Defect in 30% 


Need to Capture Virus, Promote 
Immunization Before Pregnancy 


A follow-up report on more than 200 pregnancies com- 
plicated by rubella and followed to term showed that 
nearly 30 percent of first-trimester infections produced 
either death or congenital defect of the fetus. 


Second-trimester infection, especially around the fourth 
month, appears to present a measurable hazard. 


In congenital anomalies we include only the unequivo- 
cal gross defects such as brachycephaly, mental retarda- 
tion and mongolism, deafness, cataract, hypospadias, 
cleft palate, and hydrocephalus. 


For 15 years rubella in pregnancy has been known to 
hold serious risks for the human embryo. Yet little prog- 
ress has been made toward control of the disease. We 
need to re-examine the behavior of rubella itself, to look 


for evidence of its epidemiologic impact on the unborn 
population (especially in the big rubella years), and to 
devise tangible preventive measures, 


Cases reported to the Massachusetts State Department 
of Health since 1917 indicate long-term fluctuations of 
spread, in addition to the well-known seasonal variations. 
Something approximating a seven-year rhythm is dis- 
cernible, with about three ofthe annual cycles often: ap- 
proaching a peak and the next few usually receding from 
it. Three of the four largest outbreaks occurred in war- 
time. ; 


We should anticipate the consequences of maternal in- 
fection, rather than cope belatedly with them by the use 
of gamma globulin or other measure. The challenge is 
to capture the virus so that it can be dispensed much as 
vaccinia is dispensed. A practical step would be to allow 
women who have not contracted rubella in childhood to 
become actively immunized before marriage or pregnancy 
—especially in times of epidemic. 


It seems neither necessary nor feasible to consider an 
elaborate plan of immunization by vaccine injections such 
as those given against poliomyelitis. It would be sim- 
pler to have the disease—either naturally or artificially. 


Pediatricians, other physicians, and school nurses 
should encourage the acceptance of naturally developing 
rubella and resulting immunity as much as they urge im- 
munization against tetanus.—Theodore H. Ingalls, M.D., 
Department of Epidemiology, Harvard University School 
of Public Health, Boston. 


(Abstract of a lecture at the annual meeting of the American 
College of Obstetricians and Gynecologists, Chicago, November, 
1956) 


Hospitalization Recommended 
For Patient with Toxemia 


Doctor Responsible for Record 
Of Fluid Intake, Output 


The pregnant woman who has an average weight of 120 
lbs. should gain 2% lbs. per month after the first three 
months, or a total of 15 lbs. A woman weighing 140 lbs. 
whose average weight is 120 should lose 5 Ibs. and weigh 
135 lbs. at the end of pregnancy. 


The woman whose average weight is 120 lbs., but who 
weighs 135 lbs. at the beginning of pregnancy, and goes 
up to 160 lbs., is most likely to develop toxemia. 


In hypertension, the thing to watch for is the increase 
in blood pressure over what the patient’s blood pressure 
usually is. The time to be concerned is when the blood 
pressure starts up, not when it reaches the maximum. 


Treatment of toxemia in milder cases may be by diet— 
an 1,800-calorie, salt-poor, neutral ash diet. It should be 
a high-protein diet, with 100 grams per 24 hours. 


The patient with toxemia should be admitted to the 
hospital to give the physician a better chance to observe 
and study her. A patient admitted to the hospital with 
eclampsia should have special attention. She can die at 
any minute as a result of the disease or treatment of it. 
Accurate and regular notes must be kept. 


Ordinarily she is given oxygen, with a mask or tube. 
A nasal-gastric tube in the nose leads to the upper intesti- 
nal tract to drain off fluid which the patient might vomit 
and aspirate. Fluids are administered by vein, about 30 
drops per minute. A catheter is routinely put into the 
bladder. 


The doctor is responsible for keeping track of all fluid 
and excretion. All urine bottles and empty IV bottles 
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are kept in the room, until the patient dies or gives a 
satisfactory urinary output. Suction apparatus must be 
kept handy because the patient tends to form mucus. 
Laryngeal or tracheal edema is frequent. A tracheotomy 
is sometimes necessary, but is not routine. 


Fluid intake is 5% glucose in distilled water. The urinary 
output of potassium and sodium chloride should be meas- 
ured. If ammonium chloride is used as a diuretic, a high 
dosage (about 8 to 10 grams per day) should be given 
for four days—then stopped. 


Platform scales should be used instead of bathroom 
scales, because they weigh the patient in grams and show 
the insensible and sensible water lost. Too much salt or 
water may be given. Patients who die usually die of too 
much treatment and too many people involved in the 
treatment. Causes of death in toxemia of pregnancy are 
cerebral hemorrhage, atelectasis, pulmonary edema, lower 
nephron nephrosis, coma, pulmonary embolism, and over- 
treatment. 


If the patient fails to respond within five or six days, 
then she should be delivered. Most patients are not given 
a chance to respond or get in labor. 


Pentothal is given intravenously to stop convulsions— 
10 cc. of a 2% solution in a 50 ce. syringe.—Russell R. 
deAlvarez, M.D., Obstetrician and Gynecologist-in-Chief, 
King County Hospital, Seattle, Wash. 


(The following three abstracts are taken from papers given at 
the 42nd clinical congress, American College of Surgeons, San 
Francisco, October, 1956) 


X-Ray Valuable in Detecting 
Dermoid Cysts of Ovary 


Opposite Ovary Should Be 
Inspected at Operation 


The two most common surgical complications of preg- 
nancy are appendicitis and dermoid cysts of the ovary. 
X-ray detection of the latter is valuable and harmless 
to the pregnant patient, and when the diagnosis is made, 
removal should be accomplished without waiting for 
symptoms to develop. 

Twenty-five percent of dermoids are bilateral and, 
whenever possible, the opposite ovary should be inspected 
at operation. If it also is involved, resection only should 
be performed to avoid sterilization and possible abortion 
of the patient. 


In abdominal pregnancies, there is no treatment other 
than surgical intervention. Any pregnant patient with 
anemia for which there is no apparent cause should be 
suspected of ectopic pregnancy. Convenient detection is 
sometimes afforded by cursory examination of the tongue. 
Extreme pallor in the absence of any blood loss often 
indicates this complication. 

Experience shows that hydatidiform moles need not be 
removed, as they will regress with time. 


Myomectomy is a rare surgical complication of preg- 
nancy, and in a patient without symptoms need never 
be done, regardless of tumor size. When removal is 
imperative, the myoma should be carefully shelled out. 


Bicornuate uterus should also be suspected in pregnant 
patients with abdominal pain. 


Decisions in diagnosing these complications are difficult 
to make, and surgery is seldom performed under ideal 
conditions. The fear of operating of the pregnant pa- 
tient is unfounded. With adequate anesthesia and ade- 
quate oxygenation, abortion is relatively infrequent. 
Abortion cannot be prevented by procrastination, and 
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often the irritation caused by the tumor or infection is 
enough to thwart normal delivery.—Robert H. Barter, 
M.D., Associate Professor, Obstetrics and Gyneocology, 
George Washington University School of Medicine, Wash- 
ington, D.C. 


Cure Rate in Cervical Cancer Poor 
In Late Pregnancy and Postpartum 


Early Diagnosis, Treatment Essential: 
Biopsies No Hazard to Gestation 


The crucial problem in cervical cancer remains that of 
earlier diagnosis and treatment. The cure rate in the 
last half of pregnancy and in the postpartum period is 
poor. The treatment is difficult to outline. We used radia- 
tion and surgery and a combination of both in our study. 


Survival depends upon the stage at which the disease 
is discovered and treated. In a summary of various 
studies, it is found that cervical cancer complicates one in 
2,000 obstetrical cases; pregnancy complicates one per- 
cent of all cervical cancers. 


The average age of the patient with cervical cancer is 
33.3 for the pregnant woman; 47.2 for the nonpregnant. 
The majority parity is 4 to 5; the average 4.9. 

Vaginal bleeding was a symptom in 77 percent of the 
patients. Fourteen percent were asymptomatic, and 
nine percent had abnormal labor. Diagnosis is made by 
examination at onset of pregnancy, cytology, and biopsy. 

There is no evidence to suggest that pelvic examina- 
tion in the early stages of pregnancy can precipitate 
abortion. Multiple biopsies can be performed during 
pregnancy without affecting gestation. 


Between the 28th and 34th weeks of gestation, cesarean 
interruption is indieated as soon as fetal sounds are 
present. The classical type of section is preferred to 
a supracervical because of the danger of cutting into 
tumor in the latter technic.—Robert W. Kistner, M.D., 
Brookline, Mass. 


Pregnant Patient with Heart Disease 
Needs Individual Study 


Termination of Pregnancy Rarely Indicated: 
Critical Period Right After Delivery 


The pregnant patient with heart disease can expect to 
have a normal delivery and a healthy infant; to be able 
to care for her baby and family, and to be able to under- 
go subsequent pregnancies. 


Before reassurance is given in any of these areas, 
however, the patient must first be subjected to thorough 
physical examination and her cooperation elicited in 
carrying out instructions and advice—including that of 
hospitalization for long periods of time as necessary. 
Every pregnant woman with heart disease needs indi- 
vidual study and programming for her pregnancy. 

Prenatal workup should be complete and unified with 
the use of all laboratory tests. Base line studies should 
be made and a continuous record kept. Prenatal care for 
the cardiac patient must include measures beyond those 
usual for the normal obstetrical patient. 

Surgical treatment of valvular disease during preg- 
nancy is a cooperative venture that should be limited 
in use. When indicated, it should be done as early in 
pregnancy as possible and rarely after 32 weeks. 

The patient’s previous history is important in plotting 
her obstetrical course. The patient with a history of 
failure without pregnancy will have trouble. Estimates 
of cardiac function should be made at regularly repeated 
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intervals throughout the pregnancy. The most unfavor- 
able lesion is that of rheumatic fever with fibrillation and 
recurrences of rheumatic fever. 


AVOID TRANSFUSION IF POSSIBLE 


Transfusion during pregnancy should be avoided when 
possible, but when unavoidable should be given with the 
patient in the sitting position rather than lying down. 
Infusion of red cells is preferable to infusion of whole 
blood. 


Obesity and fluid retention are bad for the cardiac 
patient. Avoidance of both physical and emotional strain 
is necessary. 


Toxemia is the most dangerous complication of preg- 
nancy in patients with heart disease. Failure of response 
to therapy of toxemia is an indication for prompt delivery 
of the patient. 


These patients tolerate operative delivery poorly, and 
the least traumatic means of delivery should be selected 
in each instance. Routine section of the pregnant cardiac 
patient is an outmoded technic. Depth of anesthesia is 
an important feature of their trauma. Shock must be 
avoided in patients with congenital lesions with large 
shunts, and large blood losses should be _ replaced 
promptly. . 

The work of labor is apparently not the factor that 
destroys these women, as the maternal deaths occur after 
delivery of the baby and placenta. Apparently immedi- 
ately after delivery, something happens to the cardiac 
output. There is a sudden increase in plasma volume, 
a sudden release of blood from the distended veins of 
long extremities, and a drop in vital capacity—all of 
which mean a serious strain after delivery has been 
accomplished. 


CARE DURING LABOR 


The patient should be watched carefully during labor, 
and supportive oxygen therapy and digitalization insti- 
tuted when necessary. The choice of anesthesia is best 
discussed with the anesthesiologist. Local block is prob- 
ably best—supplemented with gas. The use of oxytoxics 
should be avoided. Both active and passive phlebotomy 
should be allowed. The critical period is reached immedi- 
ately after delivery, and the patient must be watched 
carefully then also. 


Termination of pregnancy in these patients is rarely 
indicated. Among a few exceptions are cases of progres- 
sive disability that persists in spite of thorough medical 
and surgical treatment; the Class IV patient—the patient 
with pure mitral stenosis, and the patient in early preg- 
nancy with a previous history of failure. 

Cardiac arrest is the most acute type of heart failure 
in obstetrics. The obstetrician should have a planned 
approach to treatment, because it can be well managed 
when recognized.—Curtis J. Lund, M.D., Professor of 
Obstetrics and Gynecology, University of Rochester 
School of Medicine, Rochester, N.Y. 


(Abstract of a lecture at the annual meeting of the American 
Academy of Obstetrics and Gynecology, Cincinnati, O., Decem- 
ber, 1953) 
Both Overweight, Underweight Are 
Potential Hazards in Pregnancy 
Winslow T. Tompkins, M.D., Pennsylvania Hospital Nu- 
trition Research Clinic, Philadelphia—Body weight abnor- 
malities in pregnancy—either overweight or underweight 
—may frequently be danger signals of impending trouble 
in pregnancy. 

Obstetric catastrophes such as premature birth and the 
toxemias of pregnancy are evidence of metabolic failure 





and resultant physiologic dysfunction. This failure is 
also detectable in overweight or underweight before preg- 
nancy and in weight gain or lack of it during pregnancy. 
Our studies were made in an effort to establish exact data 
on such relationships. 

On the basis of the data collected, we have made these 
conclusions: 

(1) The thin woman has too long been overlooked as a 
critical obstetrical hazard. 

(2) Both fat and thin women, 
women, 
toxemia. 

(3) The woman who is underweight at the beginning of 
pregnancy and fails to attain the average gain during 
pregnancy has twice the probability of going into pre- 
mature labor. 

(4) The woman who is fat at the beginning of preg- 
nancy and who gains more than she should during 
pregnancy has an increased danger of toxemia. So does 
the thin woman who gains more than average. 

(5) Contrary to common practice, severe dietary re- 
striction should not be attempted for fat women during 
pregnancy, since it would only add to the nutritional 
deficiency already existing. 

(6) The validity of the present criterion for judging 
prematurity of babies, based on birth weight alone, may 
be questioned. This criterion calls premature the small 
but mature babies of underweight women, but omits the 
overweight but really immature babies of obese women. 

Of 236 women who were 20 percent or more overweight, 
3.8 percent had toxemia, while 4.6 percent of 65 who were 
20 percent or more underweight showed toxic symptoms. 
Of 1,259 women of normal weight, only 2.1 percent had 
toxemia. 

Of 170 women who were 10 percent or more overweight, 
4.7 percent went into premature labor, while 11.8 percent 
of 220 who were five percent or more underweight had 
their babies early, as compared with 5.7 percent of 264 
normal weight women. 

Among 44 women who gained five pounds or more above 
the average during the second and third trimesters of 
pregnancy, seven percent developed toxemia and 61 per- 
cent had toxic symptoms. Of 35 women whose gain was 
eight pounds or more below the average, six percent had 
toxemia and 37 percent had toxic symptoms, 

Fat women tend to have heavy babies, and thin women 
have small ones. The difference is not one of soft tissue 
but of greater skeletal length. 


but especially thin 
have an increased probability of developing 


(Abstract of a talk before the first Illinois Congress on Maternal 
and Infant Care, Spring field, February, 1957) 


Expectant Parent Program Basis 
Of ‘Family Life Education’ 


Couples Classes Favored Because 
They Promote ‘Togetherness’ 


Starting with a sound educational expectant parent pro- 
gram and cooperating with professions and community 
organizations, we have evolved a community family life 
education program in Flint, Mich. 


The city, county, and state health departments have 
aided, as have the Visiting Nurses’ Association, the news- 
papers, radio stations, and clergymen. 


Medical advisors of our maternal health fund have played 
a key role in our program since its beginning—that of 
interpretation of the educators’ work to the medical pro- 
fession. They blocked out the content of courses, and 
decided upon the generally acceptable obstetrical state- 
ments. How the classes were to be taught was the 








instructors’ business. 


The advisors decided to use nonmedical men and full- 
time teaching nurses to do the class instruction, thus 
avoiding intraprofessional and interpersonal jealousy. 


Husband-and-wife classes, we feel, are the best pattern 
for this phase of modern maternity care. Some principles 
used for teaching couples’ groups are different from those 
used in teaching separate classes for men and women. The 
teaching ought to be a team matter. A man represents 
the husbands when the nurse is talking to the wives, and 
the nurse is the wife-figure for the women when the man 
presents material. Actually, the “togetherness” is much 
more important than the information presented. 


Busy maternity floor nurses appreciate the kind of 
mothers our nurse-teachers send them. Less medication 
is necessary, and labor corridors are quieter. 





(Abstract of a lecture at the annual meeting of the American 


College of Obstetricians and Gynecologists, Chicago, November, 
1956) 


Obstetrician's Role in Adoption 
Of Infants Should Be Limited 


Says Good Social Agencies 
Offer Child Best Future 


To some extent everyone likes to play God. The physician, 
particularly the obstetrician, has more opportunity for 
this self-indulgence than most persons. This is particularly 
true in the adoption of infants. 


Where certified agencies exist, the obstetrician must 
guard against playing God. He must obey the law, and 
recognize the limitations of his sociological knowledge 
and of his time for adequate investigation for proper 
matching of child and family. He must not let his judg- 
ment be swayed by‘his emotions, and he must consider the 
welfare of the child not only now but 10 and 15 years 
hence. 


Above all he must, no matter how he rationalizes his 
fees or his prestige or his referrals, weigh carefully the 
ethics of participation in a black or gray market. 


Good social agency practice offers the mother not only 
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Everything in the family life education program relates 
to parenthood. The cooperative nursery aids parents to 
understand the developmental tasks of three- and four- 
year-olds. Parents coming with their children to repro- 
duction education groups (for children 9 to 11) give them 
a meaningful shared experience. 


Eighth- and ninth-grade students learn about pubertal 
development in the growth and development series, and 
ninth- and twelfth-graders go to “family living” courses. 
High-school seniors may attend the “preparation for mar- 
riage” unit. 


Finally, these young persons return as expectant parents 
to fathers’ classes, mothers’ classes, natural childbirth 
groups, and/or couples’ groups, thus completing the cycle. 
—David B. Treat, Director, Clara Elizabeth Fund for Ma- 
ternal Health, Flint, Mich., and President, National Council 
on Family Relations. 


information and counsel, but ample time in which to make 
up her mind. The primary interest is the welfare of the 
child. The agencies try to find for edch child the right 
family out of perhaps 200 well-studied applicants. The 
obstetrician has perhaps one or two or three families from 
which to choose. 


In some rural or backward areas the doctor is the only 
source of infants for adoption, but this is not true in the 
larger and more progressive cities. All 48 states have some 
kind of child placement and adoption laws, although it 
is a pity they are not uniform. 


In small towns, the obstetrician may of necessity be 
the intermediary for adoption. Neither he nor the hospital 
should receive any money from the adopting couple. No 
matter how conscientious or devoted to his profession he 
may be, the obstetrician who gains anything from an 
adopting couple either directly or indirectly dilutes and 
adulterates his primary duty to the parturient mother. 


There are two separate and independent procedures al- 
most invariably confused in the minds of dactors. One is 
the placement of a child in the care of a family with a 
view of adoption. The other, usually six months later, is 
the technical adoption.—Arthur G. King, M.D., Instruc- 
tor, Department of Obstetrics, University of Cincinnati 
Medical College, Cincinnati. 
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A British physical therapist tells how her specialty can 


contribute to a more relaxed labor and delivery 


and help prevent gynecological problems 


The Physical Therapist on the Obstetric Team” 


By Mrs. Eileen Montgomery** 


@ In ali parts of the world today, there are varying atti- 
tudes toward childbirth among peoples of many races with 
widely differing modes of behavior, some natural, some 
artificial. 


Even among the African people, where we have been 
led to believe that the women produce their children with 
little effort and without the pains or the problems associ- 
ated with our artificial civilization,.I understand that, 
just like women anywhere else in the world, they all react 
differently. The Kikuyan women, for example, accus- 
tomed to doing a large share of the manual work of the 
tribe, are very hardy and usually have their babies quietly 
and easily, whereas the Jalou wives who are pampered and 
spoiled by their menfolk usually make a great deal of 
fuss. 


Life, as it is lived, either by so-called “primitive” or 
by civilized people, does influence the body formation and 
behavior. Up to a point, we behave as we think we are 
expected to behave. 


In our Western culture, too, there are many divergent 
paths of approach. There are some normal women who 
regard themselves as entirely passive pieces of mechan- 
ism. They ask to be anesthetized or to be deeply drugged 
and are so deprived of the power to take an active part 
or to remember the important event. In these cases the 
deliveries would be instrumental, voluntary expulsion 
being impossible, and the mothers would probably choose 
to bottle-feed their infants, so the milk secretion would 
be suppressed. 


This passive conception of labor is the direct opposite to 
the one in which many obstetricians, midwives, physical 
therapists, and parents are taking a keen interest. 


Here the patient practices certain postures and move- 
ments which enable her, well in advance, to adapt her- 
self to the stresses and strains of pregnancy, and which 
fit her for her coming athletic feat. 


She is made fully aware, beforehand, of how the baby 
will be born, what sort of sensations she is likely to ex- 
perience throughout the labor, why certain ministrations 
will be carried out as routine, and what kind of directions 
she will receive. 

*Reprinted with permission from Proceedings of the Second Congress, 
World Confederation for Physical Therapy, published by the American 


Physical Therapy Association. The Congress was held in New York 
City, June 17-23, 1956. 


**Mrs. Montgomery is a chartered physiotherapist in Bristol, England. 


She realizes that she can assist the course of labor by 
her own natural resources, and she rehearses regularly 
with her instructor, so that when the time comes, her 
performance will be more coordinated and much more 
satisfactory. 


To be 100 percent effective in practice, this method calls 
for complete unity of purpose between all members of 
the obstetric team. If during parturition the patient en- 
counters attendants who are obviously indifferent or hostile 
to the idea, her confidence may collapse completely. 


As long ago as 1927, Dr. Grantley Dick Read, the British 
doctor who was one of the pioneers of this trend, taught 
us that fear leads to tension, which in turn causes pain. 
From this, we should deduce that where there is no fear 
there will be no pain. 


We can all agree that a well-trained mother should, in 
normal circumstances, bear her baby with the minimum 
of pain, but certain discomforts are undoubtedly due to 
nerve pressures. The patient who knows that such pres- 
sures may normally occur will take the resulting pain in 
her stride, confident that it is unlikely to last long; where- 
as, if she has been misled into believing that labor should 
be painless, this in itself will cause anxiety should pain 
be felt, either because she doubts her own normality, the 
efficacy of the training methods, or her own ability to 
carry out what she has been taught. 


We must realize, too, that there may be no fear of labor 
itself, yet fear may be there, deep down, and intimately 
connected with the approaching birth in some way. Finan- 
cial worry, fear of responsibility, loss of freedom or physi- 
cal attraction may be unrevealed fears. 


For a few, then, this psychosomatic approach will not 
succeed, but for the majority it will be rewarding. 


The idea has spread to all parts of the world, more 
quickly in some places than others. Many countries have 
developed it, though not along the same lines. Commun- 
ities have characteristic and individual needs, just as 
each patient has. 


Recently, the Pope has approved the principle from the 
moral point of view. We are told that the Russians claim 
to have evolved such a method—though by a different 
name, “psychoprophylaxis’” — and to have used it on 








500,000 women in Russia and 200,000 in China. One 
British doctor, when visiting Moscow to see it in opera- 
tion, was told, “We like the method. It has not made 
much difference in the statistics, but it certainly changed 
the acoustics!” 


There have been many controlled experiments; some 
seeking to prove reduction in the use of anesthetics, 
analgesics, and drugs; some to reduce the duration of 
labor, some the incidence of episiotomies, perineal tears, 
instrumental deliveries, and operative interference. In my 
opinion, however, such claims are better discussed exclu- 
sively in professional circles, for if they are made at the 
patient’s level, they may induce a spirit of competition 
which could be detrimental and lead to feelings of failure 
and incompetence later on. 


In any case, these procedures are outside the scope of 
the physical therapist. We have our place on the obstetric 
team as an influential adjunct to all that the science of 
midwifery has to offer, and our aim should be to enable 
the mother to cooperate in the conduct of her quick or 
prolonged, easy or difficult confinement, to the best of 
her own ability. 


The early application of physical therapy in obstetrics 
was postnatal. The aim, then, was to maintain muscle 
tone during a prolonged stay in bed, followed by grad- 
uated exercise to restore function to normal. 


In later years we came to give assistance in certain 
digressions from the normal, such as cesarean section, 
chest and circulatory complications, sacroiliac and pubic 
strain. Rays and electrotherapy were also found to be 
useful in treating certain conditions associated with ma- 
ternity. 


During the past few years, there has been a shift of 
emphasis, which started with the shortage of beds in our 
surgical wards. Surgeons began to order preoperative 
preparation for their patients, and it soon became obvious 
that, when so prepared, patients not only felt better on 
getting up, but they regained their normal function more 
quickly. Perhaps even more important was the preven- 
tive effect of such treatment. The incidence of chest and 
circulatory complications was greatly diminished. 


A similar change of approach in obstetrics can have 
far reaching preventive effects. On the physical plane, 
good neuromuscular control lessens the risk of straining 
the supports of the abdominal and pelvic viscera, the cause 
in so many women of backache and feeling “weighed 
down.” It also lessens weakness and bulging of the vagi- 
nal walls, stress incontinence, loss of sexual appreciation, 
and prolapse. On the mental plane, it has been suggested 
that it makes for improved family relationships all around. 


ee ee 


At the Bristol Maternity Hospital, our training pro- 
gram includes the now popular technic of teaching gen- 
eral relaxation through sensory appreciation of muscular 
tension in every muscle group of the body. 


Controlled breathing with a sigh on expiration accord- 
ing to the natural respiratory rate of each person is, in 
my opinion, the key to relaxation under difficult conditions. 


If patients are to become proficient enough to be able 
to relax automatically during contractions towards the 
end of the first stage and during the transition, practice 
is essential. It is a skill which, like learning to play a 
musical instrument, requires concentration and habitual 
repetition to attain perfection in exeeution. 
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Though I am convinced of the effectiveness of relaxa- 
tion used at the right time, I am equally convinced that 
used at the wrong time, it may actually cause delay. In 
early labor the patient will think less about herself if 
she is occupied. From the mechanical viewpoint, gravity 
can assist the fetus down into the pelvic basin if the trunk 
is upright, and it has been my experience that women 
usually prefer not to recline unless the fetus is well down 
in the pelvis. 


We train the patient to adapt her breathing to her own 
necessities during her labor. She is taught to breathe 
with the bases of the lungs until it is no longer possible 
(towards the end of the first stage), and to pant slowly 
and deeply, as if out of breath—-still with a sigh, but using 
upper and middle lobes—for use with the analgesic mask, 
or if there is an urge to bear down before full dilatation 
of the cervix. 


We teach exercises (1) for maintaining good posture, 
with special emphasis on pelvic tilting; (2) for promoting 
muscle tone with elasticity (I believe that the tempo of 
the movement is important. Never do we hold any muscle 
in a state of full contraction for more than a second, and 
the movements are slow and rhythmical); (3) for improv- 
ing suppleness of pelvic and spinal joints, and getting the 
patient accustomed to the positions she will be required 
to adopt during the second stage; and (4) for educating 
the pelvic floor muscles to produce the finest degree of 
control, plus elasticity. 


The so-called “levator platform” consisting of iliococ- 
cygeus and pubococcygeus proper, where the fibers blend 
in midline, should lie almost horizontally to support the 
uterus, when in the erect standing position. 


The medial and intermediate fibers of pubococcygeus 
(which some anatomists call pubovaginalis and puborec- 
talis) divide on either side of the vagina and the anorectal 
junction, to form U-shaped slings. There are minute in- 
sertions into the walls of both structures, and also to the 
urethra and perineal body. 


In some women, even before their first pregnancy, these 
muscles are weak and toneless, sometimes enough to alter 
the angle of the platform to a pronounced incline. Yet 
we know that the muscles play an important part in the 
second stage of labor, in directing the presenting part 
downward and forward, along the birth canal. When the 
fetal head is almost crowning, the perineum bulges, the 
pubococcygeus relaxes with the anal sphincters, and the 
levator ani is drawn up over the oncoming head. 


If the muscles fail to relax at the appropriate time, 
there may be damage to the pelvic floor. It is the medial 
fibers which are in the most vulnerable position and if 
they are sevefely stretched or lacerated, then the distress- 
ing conditions previously mentioned may result. 


What will happen, then, to the not uncommon type of 
woman who hag neither conscious awareness nor the abil- 
ity to contract and relax the pelvic floor? Will she be 
more likely te suffer injury during labor, and if so, can 
we reduce such a probability? 


During the second stage the mother will require a pelvic 
floor which is neither too tense nor too relaxed. She will 
be more likely to acquire this necessary neuromuscular 
control if, during pregnancy, she practices pure contrac- 
tions of the muscle, quite independently of any tensing 
of the glutei, adductors, or abdominal muscles. 


The patient sits on a low stool or seat with knees wide 
apart. She leans forward and rests elbows on knees. 
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(1) She contracts as if to control the bowel and relaxes 
eompletely. 


(2) She contracts as if to control the bladder and re- 
laxes. 


(3) She contragts the levators and “draws up” inside 
the vagina and anus and relaxes. 


In this way, she is made aware of the slight difference 
in sensation as each part of the pelvic floor is tensed, and 
she is conscious, in such a position, if she “cheats” un- 
wittingly and uses other muscles. 


Occasionally, women are unaware, even after trying this 
exercise, of any sensation of muscular tension in the pelvic 
floor itself. For them a tactile aid will assist further. 
When taking a bath, the patient lies in the water with 
hips flexed and outwardly rotated knees resting against 
the side of the tub. She places one or two fingers inside 
the vagina, arid feels the grip as pubococcygeus is con- 
tracted and relaxed. 


Associated contractions are, of course, none the less 
important, particularly those of obturator internus and 
piriformis, the glutei and abdominal muscles; but their 
value is enhanced still further if expectant mothers can 
learn to differentiate between such associated muscle work 
and an independent contraction of the pelvic floor. 


COORDINATED RESPIRATION 


The patients can also learn quickly how best to co- 
ordinate respiratory control and voluntary muscular effort 
for the second stage of labor. 


We all have our individual ways of communicating ideas, 
but I have found that by imitating the mistakes that are 
commonly made, the group will more readily grasp the 
constructive advice which follows. 


We are all too familiar with the type of patient who 
pushes in her throat instead of holding her breath and 
bearing down. There is also the one who pushes most 
efficiently, but who holds her breath too long. When, 
nearly blue in the face, she does eventually breathe in 
again, she does it with a gasp, draws in her abdominal 
muscles, and the baby slips back to the position it was in 
at the beginning of the contraction. Now, out of breath, 
she will be unable to regain respiratory control until the 
contraction has passed. 


Not so the trained patient! She will be able to regulate 
her inspirations to her oxygen requirement—we do not all 
breathe at exactly the same rate, nor have the same lung 
capacity—and will be able to hold the downward push, by 
fixing the abdominal muscles while she breathes in; so 
making small advances without any retard, until the ex- 
pulsive urge has passed. 


So long as she goes with the urge, instead of resisting 
with the levators, it is not likely to be really painful, 
except perhaps just before crowning. At this point, due 
to pressure of the fetal head, the tissues in the surround- 
ing area are becoming numb. As this is happening, she 
may feel a tingling or searing sensation for about half a 
minute. This to an unprepared woman is the moment of 
hazard. In panic she may resist the advance of the fetus 
by contracting the pelvic floor. . 


An informed woman who has practiced regularly will 
be able to relax, and though she may choose to use her 
analgesic for a few moments, she is fully aware of the 
sequence of events. For her it is the signal that the 
objective for which she has been striving will be accom- 
plished in two or three more uterine contractions. She 









is ready to cooperate and follow her attendant’s instruc- 
tions for the delivery, being already proficient at panting 
softly in and out, to ensure that the baby arrives slowly 
and smoothly. 


——POSTNATAL PROGRAM 


We begin gentle postnatal exercises the day after de- 
livery, progressing gradually during the lying-in period. 


We explain to each patient why it is important to re- 
store the tone before taking on the strain of a normal 
household routine, and the exact purpose of each exercise. 
We are convinced that an exercise performed with this 
full understanding and coordination between mind and 
body will be of far greater benefit. 


Home exercises are continued, at least until the routine 
postnatal checkup by an obstetrician, six weeks after de- 
livery. The busy housewife will perform certain move- 
ments while actually doing the housework and cooking. 
Though at first this needs conscious effort, in a short time 
it becomes automatic. 


Again, we place as much emphasis on re-education of 
the pelvic floor as on abdominal and postural muscles, 
believing that such a course may prevent displacements 
and save a woman years of pelvic discomfort. 


Our obstetricians have found that, at six weeks after 
delivery, the number of patients with tendency to pro- 
lapse and stress incontinence has diminished since this 
more specialized type of physical therapy came to be used. 


When these conditions do occur, more commonly follow- 
ing delayed second stage, forceps delivery, or precipitate 
labor, we use the faradic current to restore the tone to 
the pelvic floor. In such cases, it is fairly common for 
the woman to be incapable of performing an independent 
pelvic floor contraction until she has had special treat- 
ment. (Only about half of the booked patients attend the 
antenatal preparation classes, and many of the others 
are multiparous and have had babies elsewhere previously, 
or have some abnormality.) 


Skeptics have argued that the faradic current does not 
strengthen, and therefore cannot help in these cases. It 
is not being asserted that it strengthens, but that it re- 
educates neuromuscular control and develops the percep- 
tion of localized muscle work. When this has been accom- 
plished, the patient herself will strengthen and shorten 
the muscle fibers by voluntary exercise tempered with 
resistance. Faradism, if necessary, should always precede 
active pelvic movements. 


Method of application. The patient is placed on a treat- 
ment couch with head and shoulders raised to about 30°, 
with. one pillow under the head, and another supporting 
the knees, which are abducted and outwardly rotated. In 
this position she will be able to relax. 


A large indifferent electrode (about 8x6”) with a rubber 
sheet beneath it is placed under sacral nerves 2, 3, and 4. 


A sterilized vaginal electrode, lubricated with a non- 
greasy jelly, is inserted upwards and backwards into the 
vagina as far as the middle one-third (the position of 
pubococcygeus), and the current is turned on slowly and 
surged. It is important that the patient is given enough 
current without causing pain. The current will be felt 
first of all in the sacral region, in spite of the large area 
of electrode, because mucous membrane is less sensitive 
than skin. 
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Weak Pelvic Floor Muscles 
Bristol Maternity Hospital 
1951 - 1955 
Results 


Follow-up of 25 Cases 
Treated by Faradism and Resistance Exercise 


Excellent 12 Strong pelvic floor control. Normal 
parous vagina. No symptoms (1.sub- 
sequent pregnancy—no return of 


of either bulge or symptoms) 


Good 8 Small bulge on bearing down, com- 
pletely controlled by contraction of 
pelvic floor muscles. No symptoms 
(1 subsequent pregnancy—slight 
stress incontinence, rapidly improved 
with exercise) 


Fair 3 Still rather lax though much im- 
proved. Symptom-free 

Unsuccessful 2 Still lax with symptoms. Perineal 
control nil. (1 had 2° descent of cer- 
vix) 


All had cystocele or rectocele (or both) causing symptoms. 
25 cases assessed originally and at follow-up by gyne- 
cologist. 





At first the contractions may be slight, but an uplifting 
movement of the perineum should be visible, and a con- 
traction should be felt along the vaginal electrode. 


When the pubococcygeus is stronger, the inserted part 
of the electrode is drawn towards the symphysis pubis, 
causing it to tilt with each contraction. 


The duration of electrical treatment is 10-15-20 minutes, 
preferably three times weekly. If, however, the patient 
has a long journey to make, or if she finds attendance a 
physical or emotional strain, we feel that it will have a 
detrimental effect on her. Mother-child relationships and 
breast-feeding may suffer. In this case, we consider it 
preferable to treat the mother less often, even if it means 
continuation for a longer period. 


Where there is stress incontinence, or weakness of the 
vaginal walls, without any obvious ballooning, two to 12 
treatments are usually necessary. 


If there is cystocele, urethrocele or rectocele, approx- 
imately 12 to 24 treatments will be required. 


Even patients with a definite descent of cervix have 
been improved, but where the descent is advanced and of 
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long duration physical therapy has not been found to give 
relief. 


For assessment and as a visual aid, we use a vaginal 
resistance chamber attached to a sphygmomanometer. 


The following figures show the results of a follow-up 
of aii patients who were treated for weakness of pelvic 
floor muscles by the method described, between 1951 and 
1955. (Deliveries average between 1,000 and 1,200 per 
year.) During April and May, 1956, the patients (50 in 
all) were asked to attend for assessment. 


19 were not contacted (moved away; new address un- 
known). 


6 had moved away but reported no further trouble. 
25 were examined by a gynecologist. 


In this way the physical therapist, the acknowledged 
expert on muscle work, with her more positive approach 
to health and body mechanics, has become a useful mem- 
ber of the obstetric team. 


During pregnancy, group teaching has certain advan- 
tages over individual tuition. The patients enjoy meet- 
ing, in a friendly atmosphere, others who are having simi- 
lar experiences. The nervous and tense ones especially 
are observed to change their outlook, both by their be- 
havior and by their facial expression. 


PROFESSIONAL LIAISON IMPORTANT 


Close liaison between the physical therapist and the 
other professional team members is essential for success. 
If the physical therapist plays her part well, her presence 
will not be needed by the patient in labor, though obviously 
we must be able to observe patients to assess the result 
of our work and make improvements if necessary. 


Very few women have found their first confinement 
absolutely painless, but many have expressed the view 
that they are glad to have experienced every phase with 
competence and understanding. 


To most women, whether they construe their uterine 
contractions as painless, painful, or merely uncomfortable, 
their sensations, quickly forgotten, will matter far less 
than the ultimate result. 


It is in the preventive field that physical therapy has 
much to offer the obstetric patient antenatally, during the 
lying-in period, and postnatally in restoring postural tone 
and the feeling of well-being that goes with it. 


If we can save some women from pelvic discomfort and 
reduce their risks of ending up in a gynecological unit, 
then all will agree that, like the Boy Scout, it is better 
to “be prepared.” 
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Maternity Nursing Problems 





Discussed At Workshop 


A workshop on the ““Changing Role of the Nurse in Maternity 
Nursing’ was given by the Indiana University Division of 
Nursing Education, at Bloomington, Ind., in June, 1959. The 
following is HOSPITAL T@QPICS” on-the-spot report on 
material presented at this session. 


Is Nurse Prepared 
To Manage Labor? 


Nurses are beginning to feel pressure from the 
medical group and from the families for a different 
kind of nursing care than was traditionally thought of 
as suitable in labor and delivery. Another develop- 
ment is that more and more the management of labor 
is being delegated to the nurse. 


Are nurses prepared to manage labor? If this is 
going to be a nursing responsibility, and we accept 
it as such, then it behooves us to prepare ourselves 
so that we can meet that responsibility adequately, 
to satisfy ourselves, the doctors, and—most important 
—the people having the babies. 


If we feel that management of labor is not a 
nursing responsibility, then we have to stand up 
and say so, and not accept it. 


What does the woman in labor expect, and what 
does she want? 


It’s been our experience over and over that all 
other needs the woman may experience in the labor 
room are unmet if she is left alone — because hu- 
man contact is the thing that she really needs to 
sustain her. Her companion does not necessarily 
have to be someone who talks to her or tells her 
things. The mother just needs the knowledge that 
somebody is really interested. 


The physical presence of someone is not enough. 
The patient has to know that the companion cares. 
If the companion is there and is communicating 
(perhaps not verbally but by “body language”) that 
her attention is elsewhere, then the mother is worse 
than alone. 


Discussing day's highlights are, from left: Vera Keane, R.N.; John 
Melin, M.D., assistant and lecturer, obstetrics and gynecology, Indiana 
University School of Medicine, Indianapolis; and Ruth Coates, R.N., 
assistant professor in maternity nursing, division of nursing education, 
Indiana University, Bloomington. 


Some persons may need specific companions. For 
one woman the husband may be the companion 
she must have; for another person, the doctor may 
be. For such a person, no matter how many other 
individuals are with them, if the specific companion 
is not there, it’s no good. 


But the woman in labor does need somebody; I 
think we all recognize that. And I believe we as 
nurses need to look at our delivery-room service and 
say, where are we putting our priorities? If we 
have to use auxiliary helpers to give this companion- 
ship, where is the nurse? What is she doing while 
the auxiliary helper is with the mother in labor? 


Is she in the delivery room, circulating, handing 
things to the doctor? I believe that any person of 
average intelligence can be trained in a relatively 
short time to do certain things that must be done in 
the delivery room, but it takes a long time to teach 
a person how to sustain another human being. This 
is a professional skill. 


If we leave the mother throughout most of labor 
and come only when labor becomes more active, 
how is she going to trust us then? We need to eval- 
uate who is going to give this companionship and 
what is the purpose of it. What are we hoping the 
woman will get out of this companionship, Most 


important, what is the woman hoping to get out of 
it? She and her husband should have a voice in the 
decision as to who is best prepared to meet ‘the 
kind of need this woman seems to have. 
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The mother will not have reassurance unless she 
has the feeling that the person assigned to observe 
her can help and that she has the interest and 
ability to communicate with the doctor. The per- 
son should be an intelligent observer. 


What kind of observations do we make of the 
woman in labor? We watch for fear. How do we 
know a person is fearful? Some of the things that 
may tell us are her breathing, her expression, the 
questions she asks, the questions she doesn’t ask. 


I think we should operate on the general principle 
that most women in labor are fearful of something. 
This a fear-provoking situation. Even though a 
woman may be putting on a good front, we should 
assume that she is a person in distress and fearful, 
and everything we say and do can either make or 
break the relationship. 


Naturally we observe her for the progress of labor. 
We watch the fetal heartbeat; we take the mother’s 
blood pressure; we observe her show and the rup- 
turing of the membranes. We observe the contrac- 
tions— we want to know how frequent they are, 
how long they last, how strong they are. 


The woman who is frightened, anxious, and alone 
very often has the type of contractions that produce 
no results. The presence of fear may result in the 
release of adrenalin, which leads to muscle tension. 
But if the mother has a companion who gives her 
serenity and assurance, adrenalin production may 
come down, and the hormones that are supposed to 
be working on the uterus during labor can take over. 


The way the nurse takes the fetal heartbeat and 
the expression on her face may either make the 
mother feel alone, frightened, and uncared for or 
make her feel that the nurse is very interested and 
that things are going well. 


How many of the observations that we make do 
we share with the patient? All too often, I think 
we share our observations only with the doctor and 
never with the patient—even though the patient 
is right there. If the mother is there, why don’t we 
talk to her? I think we would watch our language 
more if we did. 


Why do we do so many rectal examinations? How 
many of you whtn you were students learned how 
to do rectal examinations? (Audience response in- 
dicated that only a few had been taught as students.) 
We're carefully taught not to do something, and 
yet as practitioners we go ahead and do it. Why? 
Why don’t we learn to observe the patient in other 
ways? 


In our hospital we have found that we can teach 
our student nurses to observe a woman in labor 
carefully enough so that sometimes after one week 
the student can tell how much the patient dilated as 
accurately as the doctor can by rectal examination. 


Doctors teach nurses how to do rectals; doctors 
are now also teaching nurses how to give infusions. 
I think nurses need to ask themselves why. Is the 
doctor teaching the nurse so that he doesn’t have 
to stay with his patient in labor —so that he can 
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telephone the nurse and say, “Call me when the 
patient is ready for the delivery room?” The nurse 
then has assumed a part of his responsibility. 


Every time someone wants to teach us something, 
we need to consider why we want to learn. Is this 
something appropriate for us to learn, and what are 
the implications of the responsibility we are assuming 
when we have learned it? 


Very often we do things that the doctor delegates 
to us without thinking of the implications — because 
we aren’t too sure what nursing really is, unless we 
have some convictions. 


Why are nursing students not taught to do rectal 
examinations? I believe in general because the im- 
plication would be that the nurse would be taking 
over the management of labor, because she would 
be exercising judgment as to the physiological status 
of the patient. : 


If the nurse is assuming that judgment, then she 
is managing labor, which in our country is con- 
sidered by and large a medical responsibility. If 
she is going to manage labor, then she should be 
prepared to do it thoroughly and properly and with 
full knowledge that she is doing it. 


Nurses want to be “good joes.” They appreciate 
the doctor’s problems. But if the doctor assumes an 
obstetrical patient’s care, he assumes a certain re- 
sponsibility for her. If he feels that he is so busy 
that he cannot carry out this responsibility, he 
should either not take the patient, or he should 
find some way of delegating that responsibility ap- 
propriately. 

I think we are making all our deliveries emer- 
gencies by doing so many rectal examinations, be- 
cause what happens is that the doctor comes tearing 
down at the last minute and every delivery becomes 
an emergency, instead of a nice, peaceful, normal 
course of events, as it should be if someone who is 
managing the labor and has the responsibility is 
there. 


It is true that nurses often can “call the shots” 
because they have more practical experience in serv- 
ing people in labor than the doctor has, although 
he has superior knowledge. The nurse should use 
those cues that she knows. When a patient is about 
to deliver, what good does it do to perform a rectal 
examination to confirm what she already knows with 
her eyes, ears, and every sense she has? 


Rectals are a crutch that nurses lean on; they give 
us some false sense of security. The doctor may get 
the feeling that he doesn’t need to be there. Are we 
not doing something that is not good for the patient? 


Doctors give nurses credit for knowing 4 great 
deal. Not long ago a doctor said to me, “You can 
tell such-and-such.” I said, “Can you tell?” He said, 
“No, but you can.” Some of us have created this 
feeling in the doctors that we can call our shots just 
like that. Who is to blame them then when they 
become angry if we fail to do so? We are the ones 
who have given them the impression. 


Aren't we doing all these rectals to relieve our 
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own anxiety? The nurse fears precipitate delivery, 
not so much because of any possible complications 
of delivery in an unsterile field, but because of pos- 
sible censure from the doctor and the hospital. 


I think one reason nurses run out of the room 
and get panicky when they think the birth is im- 
mient is that they are not prepared to know what 
to do. I believe every professional nurse should 
know how to help a woman about to deliver, just as 
every nurse ought to know how to help a person 
who is dying. These are two fundamental points 
in human life, at which any nurse should be able 
to offer assistance. 


We teach all our students and all our new staff 
nurses how to deliver a baby. We teach them on 
mannequins, as part of our disaster nursing instruc- 
tion. Very often, within a month’s time, most of 
them have had to use this knowledge on the unit. 


Once a person has the know-how, she will have 
confidence and therefore will not panic.—Vera Keane, 
R.N., assistant professor of obstetric and gynecologic 
nursing, Cornell University, and instructor of par- 
ents, New York Hospital, New York City. 


Mothers Tell Their Feelings 
About Labor and Delivery 


In a lively discussion, five mothers shared with work- 
shop registrants their experiences in childbirth. All 
mothers were wives of faculty members at Indiana 
University; all had had two or more children. Some 
of the points brought out in the discussion were: 


e The way the mother is greeted at the hospital 
when she arrives for admission is very important. 
One mother said her husband said goodbye to her 
and a few minutes later a bundle containing all 
her clothing was delivered to him. He felt as though 
he were bringing something home from the morgue. 


@ Mothers do not want to be left alone in the labor 
room. These five felt that they would prefer as a 
companion a sympathetic nurse who could answer 
their questions. 


Hospitals never give mothers enough food after 
delivery. (Miss Keane’s comment: “I think this is 
something for us to think about. When a person has 


A pleasant break during the sessions was 
provided by a picnic at Lake Lemon. Below: 
Enjoying informal atmosphere are, from left: 
Jane Relihen, R.N., instructor in maternity 
nursing, St. Mary’s Hospital, Kansas City, Mo.; 
Vera Keane, R.N.; Ruth Coates, R.N.; and 
(across table) Mariem McGookey, R.N., night 
charge nurse in obstetrics, Good Samaritan 
Hospital, Sandusky, O. 





put forth as much physical effort as a woman puts 
forth in labor, she ought to have food.”) 


@ Nurses did not seem particularly interested in 
teaching mothers to breast-feed, nor did they know 
how to’help the mothers. (Four of the five women 
breast-fed their babies.) The nurses in England, 
where one mother had her first baby, were an excep- 
tion. Every mother in the English hospital breast- 
fed her baby, and one nurse worked with the mothers, 
helping them to get feeding well under way. 


One of the mothers in the workshop panel sug- 
gested that multiparas in the hospital might be 
used to help teach primiparas, particularly about 
breast-feeding. 


© Mothers would welcome continuity of nursing 
care during pregnancy, delivery, and the postpartum 
period. They felt that a nurse could be helpful 
during pregnancy — particularly during the first preg- 
nancy — a nurse in whom they could confide and who 
would answer “questions you wouldn’t want to 
bother the doctor with.” 


One mother said, “I think I’d be happy having a 
nurse in the labor room whom I'd become acquainted 
with in the last month or two, who’s equipped to 
deliver the baby.” 


© More teaching by the nurse is desirable in both 
the labor and postpartum periods. The mothers 
said they would like to have a nurse who is familiar 
with the delivery room and the equipment, and can 
make the mother feel at ease by showing her what 
to expect. They asked also for more demonstrations 
of care of the baby. 


None of the mothers expressed a desire to have 
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her husband with her throughout the whole experi- 
ence of labor and delivery. One mother said that 
she felt it would be nice to have her husband in 
the labor room if she were going to be in labor 
a long time, but she had never had that experience — 
and when she was in hard labor, she just wanted to 
go ahead and have the baby and had no particular 
interest in having her husband there. 


Another mother said that she wouldn’t want her 
husband there during labor because he couldn't 
really give her information. 


Miss Keane suggested a policy of flexibility — let- 
ting the parents enter into the decision instead of 
havng an arbitrary policy one way or the other. 
The nurses present agreed that the husband often 
could be helpful if he knew what to do. 


What keeps nurses from spending more time with 
mothers during labor? 


Workshop participants seemed to agree generally 
that the nurse should spend more time with her 
patient. Why doesn’t she? The principal reason, 
apparently, is that the nurse either is not delegating 
duties which could be done by auxiliary help or 
is delegating the wrong duties. Some of the things 
which the nurse still does in many hospitals and 
which could be delegated, according to nurses in 
the workshop, are: cleaning of instruments; care of 
the linen supply and gloves; custodial work after 
deliveries; secretarial work (including records); ene- 
mas and “preps.” 
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One nurse expressed the opinion that simple pro- 
cedures done at admission should not be delegated, 
because at this time the nurse has one of her best 
opportunities for contact with the patient. She felt 
that doing “‘preps” and catheterizations and taking 
the patient’s blood pressure also gives the nurse an 
opportunity to learn from the patient. 


Suppose the nurse is bogged down in paper work? 
One nurse present asked for ideas as to what she 
could do to get some secretarial help for her de- 
partment, which had none. Some of the suggestions 
she received were: give the administrator facts and 
figures as to what her department is doing this 
year compared with last year and several other pre- 
vious years, so that he can see her paper work has 
increased; find out from the mothers how they feel 
about the care they got in labor. 


Results of patient surveys could do two things, 
it was suggested: motivate the nurses to give better 
care (and probably lead them to realize that they 
should give up some routine chores in order to 
spend more time with patients); and convince the 
administrator that the nursing staff may need more 
help in order to give better patient care. 


Sometimes, the discussion brought out, nurses may 
get results by dropping casual remarks to patients, 
indicating that nurses could spend more time with 
the patients if they weren’t so busy and perhaps 
hinting that if patients feel more nursing attention 
would be desirable, they might like to tell the 
hospital so. Perhaps one in 10 patients to whom 
such a hint is dropped might write to the hospital. 
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He's part of the team 


FATHER PARTICIPATION at Seattle Hospital 


@ Fifty percent of the fathers of infants born at Virginia 
Mason Hospital, Seattle, Wash., are present at the delivery. 
‘Father participation,’ although it encountered skepticism 
and doubt when it was started in 1946, is now well ac- 
cepted by both parents and the obstetrical staff, according 
to Robert N. Rutherford, M.D., chief, obstetrics depart- 
ment. 


Conduction anesthesia, which enables the mother to be 
a conscious relaxed participant in labor and delivery, has 
been a major factor in the success of this program. Ap- 
proximately 80 percent of the mothers receive caudal] 
anesthesia, 10 percent use a general, and 10 percent try 
natural childbirth. 


The husband is allowed to be present in both the labor 
and delivery room, if he and his wife so desire. When he 
is with his wife during labor, each is enough concerned 
about the other to guarantee less concern for himself or 
herself, Dr. Rutherford says. 


Parents are well prepared for their delivery experience. 
They are given six lecture courses in advance of the birth. 
The course includes two movies, one called “Human Re- 
production” and the other a movie that covers admission, 


Left: David Weyer, 
Seattle lawyer, waits 
outside the operating 
room. He and his wife 
have decided that he will 
be in the delivery room 
when their baby is born. 


Left: The team at Virginia Mason Hospital, 
Seattle, just before the umbilical cord is 
cut. Dr. De Jong is the anesthesiologist, 
Mr. Norton, the extern, and Glen Rice, 
M.D., the obstetrician. Mr. Weyer, capped 
and gowned, has his back toward the 
camera. A large mirror is arranged so 
that the delivery may be observed by 

Mrs. Weyer. 


os 


Above: Dr. Rice shows the healthy baby to the proud mother and 
father. Dr. Kellogg is at the right. 









Right: Mrs. Weyer was given a caudal 
at 6:10 a.m. Delivery was started at 
8:58 a.m. 


Left: Robert N. 

Rutherford, M.D., head, 
department of obstetrics, 
congratulates Mr. Weyer. 








labor with father participation, types of anesthesia, actual 
pelvic delivery with forceps and episiotomy, demonstration 
of tne placenta, recovery during the postpartum period, 
and rooming-in of the parents with their infant. 


A month before the birth the husband and wife are 
taken on a tour to acquaint them with the maternity de- 
partment before the baby arrives. 


The husband is now “old hat” in the delivery room. 
The staff is used to his being part of the team. No addi- 
tional personnel time is involved. Sometimes the father 
has been a great help in interpreting his wife’s needs. 
One nurse is assigned to two patients, as was the custom 
before the father joined the picture. No additional mor- 
bidity has appeared. 


The maternity floor has 34 beds and 40 bassinets, two 
delivery rooms, four labor rooms, a large general nursery, 
and an isolation nursery. There are approximately 175 
births every month. 


Right: Mrs. Susan Ruf discusses the care of her new baby 
with Madelyn Titus, R.N. Mrs. Ruf is rooming-in with her 
baby. Twenty-five mothers per month, on the average, 
request rooming-in. Since 1949, 2,219 mothers have chosen 
this method of caring for their baby. Rooming-in, which 
is done in two-bed or private rooms, can start as soon as 
24 hours after delivery. Flawers are not allowed in the 
room, in order to protect the infant from dust and pollens. 
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Effect of Position on the Course 
Of the Second Stage of Labor’® 


By Michael Newton, M.D.** 


@ Most physicians in this country are accustomed to con- 
ducting the second stage of labor with the mother in the 
lithotomy position. Its main advantage is that, when 
used in conjunction with the equipment of the modern 
delivery room, it is easier to insure asepsis, to handle 
obstetrical hemorrhage, to care for the newborn and to 
terminate the second stage of labor, when necessary, by 
means of forceps and episiotomy. 


However, looked at from the perspective of history, this 
position is simply a newfangled fad. Sitting, kneeling, 
squatting, or other positions have been used for countless 
generations. Soranus’ Gynecology, as recently translated 
by Dr. Oswei Temkin, contains a section on the construc- 
tion and use of a “midwife’s stool” or obstetrical chair as 
was employed in the second century A.D. In the middle 
ages, also, the obstetrical chair was an important adjunct 
to the practice of midwifery. 


Even today many primitive women continue to deliver 
their babies in the sitting, squatting, or other positions. 
We haye seen this at the University Hospital in Missis- 
sippi in women who have delivered several previous babies 
in their own cabins. Some of them want to kneel on the 
floor, and we have difficulty in persuading them that the 
delivery table is the proper place. 


There can be no doubt that modern methods of obstet- 
rical care have increased the safety of both mother and 
child. However, in discarding age-old positions for the 
second stage of labor, have we adopted a technic which is 
simply more convenient for the mother’s attendants but 
less mechanically efficient and comfortable for the mother 
herself? 


In considering this question, three problems present 
themselves. First, which position is more efficient for the 
expulsion of the baby? Secondly, if the sitting or squat- 
ting position is more efficient, can it be adapted to the 
demands of a modern delivery room? Thirdly, does the 
use of this position improve the management of the second 
and third stages of labor? The present study represents 
the preliminary phases of an attempt to answer these 
questions. 


*This article is reprinted with pute 6 from Surgical Forum, Volume 
VII, published by the American College of Surgeons. It was originally 
presented at a forum session during the 42nd o— etapa, Amer- 
ican College of Surgeons, San Francisco, October, 

**Dr. Newton is professor and chairman, Departmen Pe y Obstetrics and 

Gynecology, The University of Mississippi Medical Center, Jackson, 
Miss. 


During the second stage of labor the mother’s 
voluntary muscles of expulsion are used to augment the 
uterine contractions in pushing the baby down the lower 
birth canal. The muscles consist of the abdominal mus- 
cles, the diaphragm, and the accessory “straining muscles.” 
In the sitting position when the back is curved, the force 
of these voluntary muscles is directed towards the pelvis. 
In the supine position, with the feet unsupported, part of 
their force is dissipated in pushing the abdominal wall 
forward. 


An important corollary of this is that, when the ex- 
pulsive muscles contract less efficiently, reciprocal relaxa- 
tion of the muscles of the pelvic floor is also less efficient. 
In addition, gravity in the form of the abdominal contents 
and the weight of the baby is effective in the sitting or 
squatting position but not in the lithotomy position. 


The same expulsive muscles are used, though to a lesser 
degree, in the everyday functions of defecation and urina- 
tion. These functions are commonly and easily performed 
in the sitting or squatting position with the back curved. 
The greater efficiency of these positions will be apparent 
to anyone who has ever been compelled to make a bowel 
movement lying flat on a bed pan. 


Thus it is reasonable to suppose that childbirth, like 
urination and defecation, is more efficiently accomplished 
sitting or squatting with the back curved. 


The second problem is that of using these mechanical 
advantages in such a way that the ease of dealing with 
obstetrical problems is retained. The use of the traditional 
obstetrical chair would make it extremely difficult to 
secure asepsis, to control hemorrhage, or to use obstetrical 
forceps. 


One solution to this problem, as has heen done recently, 
is to raise the “obstetrical chair” in the air and thus 
permit the attendant to work under his patient. 


A simpler method is to fit a backrest to the conventional 
delivery table. Such a backrest has been constructed for 
use in our department. It was made from inexpensive 
materials by the shop mechanic in our department of 
pharmacology. It is somewhat modified from a similar 
backrest used at the O’Connor and Franklin Hospitals in 
San Francisco. The idea for it came from Mrs. Mabel L. 








Fig. |. Fitzhugh backrest fitted to delivery table. 


Fitzhugh, a physical therapist, who has been greatly in- 
terested in education for childbirth in the San Francisco 
area for the past several years and who is working as a 
research associate in our department. 


Figure 1 shows the Fitzhugh backrest in action. The 
curve of the mother’s back should be noted. The angle 
of the backrest can be adjusted. Up to the present time 
we have used an angle of 20 to 40°, but this may not be 
enough, and we plan to increase this angle in future 
studies. 


Until the head begins to show at the introitus, the legs 
are allowed to be free. In this way the patient can most 
effectively bear down by pulling on hér own legs with her 
hands just below the knees. 


When the stirrups are placed under the legs, they are 
lowered as far as possible, and care is taken to avoid sep- 
arating the legs too widely. The foot plate is adjusted 
so that the mother can push hard with her feet but has 
no pressure under the knees. She can help herself by 
pulling on the handgrips. Whenever possible we prefer 
not to restrain the hands. 


There is one important point to note about the position. 
The head is bent forward by a pillow. This helps to put 
the whole body in a curved line and increases the efficiency 
of the expulsive effort. During contractions the woman 
should be encouraged to flex her head still further. 


The modified sitting position as produced by the back- 
rest offers no diffieulty in the use of procedures such as 
cleansing of the perineum, control of delivery, episiotomy, 
or the application of forceps. At first it was thought that 
anesthesia might represent a problem. It does so only if 
deep general anesthesia is required; then the supine posi- 
tion is of great help to the anesthetist. However, the 
vast majority of normal obstetrical patients do not require 
deep anesthesia, and when deep anesthesia is necessary! 
the backrest can be put down easily and quickly. 


Evaluation of the effect of the semi-sitting position with 
the back curved on the second stage of labor represents 
a difficult problem, since many factors enter into it. At 
the present time we have data on the use of the backrest 
in 86 patients. These patients form part of a series of 
220 patients followed consecutively at the University Hos- 
pital between February and May of 1956. 


Various physical and psychological data were recorded 
for each of these patients, and a large number of them 
were interviewed in the immediate postpartum period. 
The details of the experimental method will be published 
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elsewhere. Suffice it to say that the data sheets were 
constructed so that they could be placed on IBM cards 
for statistical evaluation. The sheets were filled in dur- 
ing or immediately after labor by the person who had had 
most contact with the woman during her labor and deliv- 
ery, i.e., by the student or intern. 


Records of the labors of these 86 women seem to us to 
indicate that the use of the backrest is entirely compatible 
with convenient and comfortable labor. 


Most of the women progressed through the second stage 
of labor with little need for anesthesia. Only 14 percent 
had caudal, spinal, or nitrous oxide anesthesia. Twenty- 
six percent found that they needed whiffs of Trilene. 
More than half, 60 percent in fact, had no anesthesia at 
all or merely local infiltration or pudendal block. The 
result of this lack of anesthesia was that only three per- 
cent of the women were unconscious or deeply depressed 
at the time of delivery. 


The great majority of women were self-controlled and 
cooperative during delivery. Only seven percent did not 
cooperate with requests and directions, and only eight per- 
cent screamed. The others responded to directions by the 
attendants part or all of the time, and were either quiet 
or made moderate vocalizations. 





Position on delivery table in second stage of labor, with backrest 
raised, back curved, and head flexed. 


The reaction to the baby was mostly a pleasant one. 
Only eight percent of the mothers were indifferent. None 
showed active disgust when they first saw the baby. The 
majority smiled a little, but 35 percent were greatly 
pleased. 


The obstetrical] details of the delivery were similarly 
normal. Forceps were used in less than a quarter of the 
cases. In only two percent were mid-forceps necessary. 


Injury to the perineum was also low. Although episi- 
otomies were not performed on 62 percent of the patients, 
only six percent had second-degree tears, and there were 
no third-degree tears. The third stage of labor was rapid, 
with only five percent having retention of the placenta 
for more than 20 minutes. 


These records are quite similar to the other deliveries 
which took place in the University Hospital at this time. 
There is nothing to suggest that the backrest has an ad- 
verse effect on the second or third stages of labor. 


The data so far available indicate that no disadvantages 
are apparent from the use of the backrest. A number 
of very favorable clinical impressions have come out of 
this investigation. These are: 
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(1) Increased comfort to the woman in the second 
stage. This is particularly noticeable when a patient is 
raised from the lithotomy to the propped position. 


(2) Increased effectiveness of expulsion. This has been 
noted on a number of occasions when the backrest was 
raised in women who were making ineffective efforts 
during the second stage. 


(3) Increased ability of the patient to see and hold her 
baby immediately after the delivery. 


(4) Increased ability of the woman who has been ed- 
ucated for childbirth to cooperate, since she is not lying 
flat and “out of the picture.” 


Because our records show that there appear to be no 
adverse effects, and because of our favorable clinical im- 
pression, we plan to investigate the problem further. 


We plan, during the coming year, to do a true experi- 
mental study in the second stage of labor, using compa- 
rable test and control groups. 


Technic for Umbilical Cord Care 
Avoids Hemorrhage After Delivery 


By Jean L. Savacool, R.N.* 


@ The immediate care of the umbilical cord following de- 
livery has always presented a problem because of the com- 
plications which may result if proper technic is not carried 
out. 


The most common technics have employed cord tape or 
various types of cord clamps. Because of improper use of 
these methods, or as a result of shrinkage of Wharton’s 
jelly, it was not infrequent to have such complications as 
hemorrhage soon after delivery, or inflammation and in- 
fection due to the failure of the cord to detach for eight 
to 14 days after delivery. 


Since September, 1953, the Lankenau Hospital, Phila- 
delphia, has been using a special rubber band on the um- 
bilical cord. Approximately 5,000 babies have been deliv- 
ered, and there has not been a single case of hemorrhage. 


There are two important factors to consider for success 
in using this technic: the correct type and size of good 
quality rubber tubing and the proper application of the 
band on the cord. 


Equipment: 


Rubber tubing 3/32” X 3/64”. The tubing is cut into 
lengths of 1 cm. each and sterilized by autoclaving. 


Instruments: 


A cord band spreader (optional) and a Kelly hemostat. 
The cord band spreader is an instrument designed in April, 
1954, by Ross B. Wilson, M.D., chief of obstetrics and 
gynecology at the Lankenau Hospital, to facilitate the ap- 
plication of the band on the cord. The tip of this instru- 
ment is constructed in such a manner that the band cannot 
slide up the instrument, and the operator has only to use 
@ squeezing motion of the hand to stretch the band. 


In place of the cord band spreader, another Kelly hemo- 


*Head nurse, department of obstetrics and gynecology, Lankenau Hos- 
pital, Philadelphia. 


1. Shows type and size of rubber cord band and spreader. 
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stat or an Allis forceps may be used. However, if either 
of these is used, the rubber band has a tendency to slide 
up on the instrument, and the operator has to use a spread- 
ing motion of the hand in order to stretch the band. 


Technic for Application of Band: 


1. The cord is clamped and cut in the usual manner to 
separate the baby from the placenta. 


2. The rubber band is placed on the cord band spreader. 


3. The cord band is stretched. A Kelly hemostat is 
slipped through the stretched band to grasp the end of 
the cut cord. It is then pulled through the rubber band, 
and the band is slipped along the cord to within 1 cm. of 
the abdominal skin. 


4. The tension of the spreader is released, and the 
spreader is then removed from the band. 


5. The excess cord is cut off, leaving a cuff of approxi- 
mately 0.7 cm. distal to the band. 


In an Rh-negative mother the band is placed on the 
cord 4 cm. away from the abdominal skin, so that the 
umbilical vein may be used if an exchange transfusion 
should be necessary. ‘ 


When the rubber cord band is used correctly, there 
should rarely be a hemorrhage due to shrinkage of 
Wharton’s jelly. 

As the cord shrinks, the thickness of the wall of the 
special tubing exerts pressure on the vessels of the cord. 
It requires only four to seven days for the cord to detach. 
The danger of inflammation and infection is minimized if 
proper care is exercised in caring for the cord. 


The step-by-step procedure in use of the rubber cord 
band spreader is shown in the photographs below and on 
the next page. 


2. Placing rubber cord band on cord band spreader. 
® 





Above: Band on spreader. : 4. Above: Cord band stretched—Kelly hemostat through band, prior 
grasping umbilical cord. 
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5. 6. Above: . Instrument is about to b@ 
removed. 
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8. Above: Excess cord is removed, leaving a cuff of approximately 0.7 cm ¥ 
distal to band. : 


10. Below: Five days later. Band and cord have fallen off after normal, 4 
uneventful healing. 
fe, 


7. Above: Spreader has been removed; cord band is in place. 


9. Below: Band in place. 
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(The two abstracts on this page are taken from lectures at the 
45d clinical congress, American College of Surgeons, Atlantic 
City, N.F., October, 1957) 


Uterus Too Often Removed Because 
Of Uncontrolled Bleeding 


Ligating Internal Iliac and Uterine 
Arteries Will Control Hemorrhage 


Uterine atony is often blamed for hemorrhage when the 
real villain is a cervical or vaginal laceration or a piece of 
retained placenta. Too often, the uterus is removed when 
a few well-placed sutures would have stopped the hemor- 
rhage. 


When ateny has oceurred and the blood loss is alarming, 
the patient will not die if the supply ef blood is continually 
and promptly returned. If oxytocics are ineffective and 
bilateral manual compression fails to control the bleeding, 
packing of the uterine cavity is then worse than no good. 
In our study, the patients with uterine packs were the 
ones who died. 


Hysterectomy comes to mind first as treatment of un- 
controlled bleeding, but death of the uterus is a high 
price to pay unless it is the only way to patient survival. 
Ligating the internal iliac arteries and uterine arteries 
will control the hemorrhage and save the uterus. The 
uterine blood supply is interrupted, and the blood loss is 
stopped. The tissue hypoxia induces prompt myometrial 
constriction.—Edward G. Waters, M.D., Assistant Clinical 
Professor, Obstetrics and Gynecology, Columbia Univer- 
sity College of Physicians and Surgeons, and Division 
Chief, Obstetrics, Margaret Hague Maternity Hospital, 
Jersey City, N. J. 


Uterine Rupture Difficult to Diagnose; 
Cessation of Contraction Usually a Sign 


Advises Careful Selection for First Section, 
Use of Low-Segment Incision 


In the University of Arkansas Hospital, 38 patients have 
been seen in 16 years with ruptured uterus. This reflects 
the scope of the hospital’s population rather than the 
quality of obstetrical care. 


Uterine rupture is difficult to diagnose. The classical 
rupture is accompanied by sudden sharp pain, collapse, 
and shock. But classical rupture accounts for only one- 
half the incidence. There is, in addition, the anatomic 
rupture, which involves no hemorrhage and can only be 
found by examining the cervix. 


Waiting for the development of classical symptoms may 
involve valuable time during which the patient may suc- 
cumb to shock. The obstetrical history of every patient 
should be reviewed for evidence of previous rupture. 


Ruptured uterus may be difficult to distthguish from 
an ectopic pregnancy, and once labor has begun, it is dif- 
ficult to differentiate from the pains of labor. Cessation 
of contraction and a moving up of the presenting part 
into the pelvis are usually signs of rupture. About 25 
percent of these patients have hematuria. 


Sometimes the diagnosis can only be made in the post- 
partum interval. Any patient with a uterine scar should 
have the interior of her uterus explored digitally and 
systematically palpated. In this series, only 20 percent 
of the ruptures occurred in the actual fundus—the major- 
ity involved the lower uterine segment instead. 


In two deaths in 38 patients, the clinician might have 
been considered responsible. Seventy-five percent of all 
infants in the group were lost. 


There are two possible prophylactic measures. The first 
is careful selection of candidates for a first section. Elec- 
tive sections should be abandoned except under extreme 
circumstances. Whenever possible, a trial of labor should 
be allowed and a low uterine segment developed. The 
second precaution is the use of a low-segment incision 
when incision is made in the uterus. 


Oxytocics can be responsible for rupture. Whenever 
these drugs are being administered, the obstetrician should 
be in constant attendance. 


The treatment of rupture is surgical with major sup- 
portive therapy. Massive transfusions may be necessary. 
Most often hysterectomy is indicated. On rare occasions, 
the rupture has been repaired— Willis E. Brown, M.D., 
Professor and Head, Department of Obstetrics and Gyne- 
cology, University of Arkansas School of Medicine, Little 
Rock. 


Discussion 


Q. Do you pack the replaced uterus following inversion? 


A. DR. DOUGLAS: After manual replacement, the hand 
should be kept in the uterus until there is one good con- 
traction. Thereafter, there is no need for packing. 


Q. After a bilateral internal iliac ligation what percent- 
age of patients become pregnant, and what is the outcome? 


DR. WATERS: Percentages are difficult when but 12 
cases are concerned, but pregnancy occurred in one case 
and there were two or three subsequent miscarriages in 
the group. There is no reason why function should be — 
markedly disturbed. The arteries are ligated, not divided. 
The vessels reestablish their own lumina. 


Q. Is the placenta left in the uterus in cases of inver- 
sion? 


DR. BROWN: The placenta must be removed before the 
uterus is replaced. It is usually attached to the upper- 
most portion of the fundus. 


Q. Why not pack the uterus for postpartum hemorrhage 
when oxytocics do not control hemorrhage? 


DR. WATERS: First try the commonly accepted means 
of controlling hemorrhage. If the simple ones fail, put 
the fist in the uterus and try to control the hemorrhage 
with bimanual compression. If these maneuvers fail, it 
is hardly likely that packing will be effective. If the 
patient doesn’t succumb to the hemorrhage, she will most 
certainly have a severe infection. 


Q. Can you clamp the uterine arteries from below in 
cases of postpartum hemorrhage? 


DR. WATERS: Under usual circumstances, the arteries 
are too high up for this to be feasible, and in a pregnancy, 
they are even further up and out. I do not believe this 
maneuver is possible without clamping the ureter also. 
It is an old procedure which should be deleted from the 
textbooks. 


Q. Is it always advisable to remove retained placenta 
when firm contractions are present? If you do delay, how 
many minutes can you afford to’ wait? 


PANEL: 
utes. 


It is inadvisable to wait beyond 25 to 30 min- 








(Abstract of a lecture given at the 1956 annual meeting of the 
American Medical Association in Chicago) 


Breech Presentation Dangerous for 
Particularly Large or Small Child 


Light Analgesia and Anesthesia 
Aid Spontaneous Delivery 


Fetal and maternal morbidity and mortality are statis- 
tically higher in breech deliveries than in any other type. 
There is no obstetrical condition which needs such thor- 
ough evaluation of the patient before labor and demands 
such skill and judgment during labor. Although the first 
stage requires careful management, the actual danger 
arises at the time of delivery. 

The factors which influence breech delivery are archi- 
tecture of the pelvis, contracted inlet of the pelvis, mid- 
pelvic contraction, outlet contraction, fetal size, and the 
type of breech. A complete evaluation of the pelvis and 
the size of the fetus must be made by x-ray. However, this 
may be misleading unless you know from what distance 
the x-ray is taken. 

Delivery is equally dangerous if the fetus is too large or 
too small. If it is under five or six pounds, the head may 
not be able to withstand the trauma of birth. 

During the second stage of labor the most serious things 
which can happen to the fetus are breaking of the clavicle 
or tearing of the meninges within the head. Damage to the 
fetal liver and adrenals can be done by excessive squeezing 
and traction. When the shoulders are delivered, the body 
should not be rotated back and forth like a corkscrew. The 
results of this type of manipulation can be hemorrhage, 
fractures, paralysis, and motor and personality changes. 

Excessive analgesia should not be given during the first 
stage of labor, and the patient should be encouraged to 
push and deliver the breech spontaneously under light an- 
esthesia. This will occur if the cervix has reached com- 
plete dilatation and retraction. Few patients will deliver 
the head spontaneouSly. One must always be prepared to 
assist the delivery of the shoulders and head. 

It is safe to use caudal or saddle-block anesthesia for 
breech delivery. However, the caudal anesthesia must not 
be built up so that the patient cannot expel the breech 
spontaneously. Local pudendal block for spontaneous breech 
is very desirable and effective. 

An episiotomy should be done before delivery of a 
breech. The patient should be examined immediately after 


delivery to make sure that there is no danger of a rup- 
tured uterus.—Edward C. Hughes, M.D., Syracuse, N.Y. 


(Abstract of a lecture at the 41st clinical congress, American 
College of Surgeons, Chicago, October, 1955) 


Survival Chances Cited 
For Rh Problem Pregnancies 


No Evidence That Early 
Termination Helps 


What is the outlook for a woman who has had one erythro- 
blastotic baby? If the mother becomes immunized during 
a first pregnancy and the baby lives, there is a 50 percent 
survival rate for succeeding pregnancies. If the first child 
dies, the survival rate drops to 25 percent. If the baby is 
stillborn, the next pregnancy has a 10 percent survival 
rate. Thus the outlook is never completely hopeless. 

Every woman should have an Rh test done during every 
pregnancy. If Rh immunization is found, the antibodies 
should be determined. Usually the higher the titer, the 
poorer the outlook. However, even a low titer can result in 
a stillbirth. 

There is no evidence that early termination of pregnancy 
helps. The majority of severely affected babies are usually 
delivered prematurely anyway. 

At delivery of an Rh-immunized mother, preparations 
must be made for immediate blood tests on the baby and 
for exchange transfusion. The objective is to prevent pro- 
longed jaundice, which damages the brain. Bilirubin deter- 
minations are done every four to eight hours after the 
transfusion. If the bilirubin level is kept down for 48 hours, 
the baby is safe. Occasionally small booster transfusions 
are needed at the end of six or seven weeks. 

In a study done at Chicago Lying-In Hospital on 6,000 
Rh-negative women, it was found that 2.3 percent of the 
pregnancies were lost. Of this number, 1.3 percent were 
from other causes, while one percent were stillbirths caused 
by erythroblastosis. 

One out of every 20 Rh-negative women is immunized 
from blood transfusions or previous pregnancies. All Rh- 
negative women should be carefully delivered of the pla- 
centa. Most damage is done during delivery if Rh-positive 
blood escapes into the bloodstream.—Edith Potter, M.D., 
Associate Professor, Department of Obstetrics and Gyne- 
cology, University of Chicago. 





(Abstract of a talk at the 1958 Illinois Congress on Maternal 
and Infant Care, held in Peoria) 


Pitocin Infusion Recommended for Induced 
Labor; Little Hazard for Mother or Baby 


Surgical Induction May Result in Infection, 
Cord Prolapse, or Hemorrhage 


The induction of labor, by either medical or mechan- 
ical means, may be undertaken for certain obstetrical 
or medical complications or it may be purely elective. 


However, if it is to succeed, the following obstetri- 
cal situations should exist: the cervix should be 
soft and in the axis of the vagina, it should be 40 
to 50 percent effaced, and it should be dilated at 
least 2 cms.; the vertex should be presenting, and 
it should be fixed in the pelvis; the pregnancy should 
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be at, or near, term. Induction of labor is contra- 
indicated in face, brow, and scapular presentations. 


The medical indications for the termination of 
pregnancy are toxemia of pregnancy, diabetes, 
erythroblastosis, fetal death, ruptured membranes, 
and abruptio placenta. 


Currently, the most widely used mechanical 
(surgical) method is simple amniotomy, or rupture 
of the membranes. This may be accompanied by 
preliminary stripping of the membranes. 


The most widely employed medical method of 
induction is the use of pituitary extract, usually in 
the form of pitocin. The best controlled method of 
administration is by infusion, in a dosage of 10 
minims diluted in 1,000 ce. of 5 percent dextrose. 


If all the criteria for induction are met, pitocin 
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should be successful almost 100 percent of the time. 
If the first dosage fails, a second attempt within 
24 hours is usually successful. If pitocin fails a 
second time, abdominal delivery can be accomplished 
safely. There is no evidence that a failure in pitocin 
induction holds any danger to the mother or child. 


The following rules for indication and administra- 
tion of pitocin assure its being a safe and reliable 
aid: 

The physician must be in attendance at all times 
during the administration of pitocin. 


The drug must be used only in a hospital where 
ether and oxygen are immediately available. 


It should not be used in a case of suspected dis- 
proportion. 


It should not be used in cases where previous cesar- 
ean section or extensive myomectomy has been per- 
formed. 


It should not be used in cases of fetal distress, mal- 
presentation, grand multiparity, placenta previa, or 
in patients with overdistention of the uterus, such 
as is found with hydramnios and multiple pregnancy. 


Surgical induction carries the potential hazards of 
infection, prolapse of the cord, and trauma to the 
placenta if the membranes are stripped. 


The decision to induce labor is dependent on careful 
evaluation of the cervix, presentation of the baby, the 
station, the period of gestation, and the size of the 
baby. It is most safely accomplished medically with 
pitocin infusion. 


Elective induction has a place in obstetrics in se- 
lected cases but it is impossible to justify its wide- 
spread use.—Stuart Abel, M.D., assistant professor 
of obstetrics and gynecology, Northwestern Dniver- 
sity Medical School, Chicago. 


(Abstract of a paper given at the annual meeting of the American 


College of Obstetricians and Gynecologists, Atlantic City, April, 
1959) 


Cerebral Palsy 


Obstetrician Has Responsibility 
For Extreme Caution 


The etiology of cerebral palsy has not been clearly 
defined, but there is no question that it is an ob- 
stetrical problem. Incidence of the disorder has been 
put variously at from 7 to 20 cases per 100,000 of 
population, or, in other terms, 5 to 8 cases for every 
1,000 live births. 


Approximately 75 percent of the estimated 450,000 
cerebral palsied in the population have been afflicted 
from birth, while 25 percent have come from causes 
after delivery. Reports indicate that 30 percent of 
cerebral palsy mortalities showed malformation of 
the brain; 35 percent had findings such as cystic de- 
generation, similarly suggestive of anoxia or vascular 
changes. The remaining numbers of afflicted show 
a destructive process resulting from birth injuries, 
local anoxia, or combinations of both affecting the 
cerebral cortex and subjacent white matter. 


The incidence of cerebral palsy is increased when 
pregnancy is complicated by diseases which affect the 
function of the placenta and create varying degrees 
of fetal anoxia. It is more frequent when toxemia of 
pregnancy, Rh isoimmunization, maternal diabetes, 
or recurrent prematurity have been present. There 
also appears to be a close relationship between the 
causes of cerebral palsy and various forms of repro- 
ductive wastage. 


The unfavorable intrauterine environment which 
is noted in the presence of maternal complications 
frequently takes the form of anoxia or hypoxia, thus 
altering oxygen utilization together with the metab- 
olism and utilization of glucose, thereby affecting 
the anaerobic glycolysis of the fetal brain. This 
irregularity in placental function together with dis- 
turbances in the metabolism of glycogen is further 
connected with irregularities in the hormonal pat- 
terns in a small series of patients whose infants have 
developed cerebral palsy. 


It is the responsibility of every physician to con- 
sider possible effects on the fetal brain when me- 
chanical complications occur during labor; he must 
also realize the possibility of brain damage when 
pregnancy is complicated by diseases which affect 
the physiology of the placenta. — Edward C. Hughes, 
M.D., department of obstetrics, State University of 
New York Upstate Medical Center, Syracuse, N. Y. 


(Abstract of a lecture at the annual meeting of the American 
College of Obstetricians and Gynecologists, Los Angeles, April, 
1958) 


Study Finds Hypoxia, Death of Fetus 

Are Dangers in Postdated Gestations 

Onset of Labor Should Not Be Hastened 

If Placental Function Is Normal 

The incidence of hypoxia in postdated fetuses was 
22 percent higher than normal in a study of 5,572 de- 
liveries at Johns Hopkins Hospital, Baltimore, between 
1950 and 1954. Mortality of postdated fetuses before 
labor was almost twice as high as normal, while dur- 
ing labor, it was more than six times as high. 


Because of the possibility of hypoxia, the onset of 
labor should not be hastened in postdate patients if 
placental function appears to be normal. However, a 
toxemic patient should not be allowed to postdate de- 
livery, because an inadequate placenta is to be expected 
in such patients. 


Fetal distress can be judged, before delivery, by a 
fetal heartbeat below 100 or over 160. After delivery, 
meconium stain is present, and blood samples show 
low oxygen saturation. 


The Johns Hopkins studies disprove fears of cephal- 
opelvic disproportion in postdatism — that is, when 
gestation is prolonged more than 294 days. In these 
studies, the infant was not found to enlarge appreci- 
ably in the postdate period; the birth weight varied 
only 100 grams between mature and postmature fe- 
tuses. The incidence of labor complications was not 
significantly higher in prolonged gestations. 


Because postdated gestation occurs more frequently 
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in primaparous women over 35, special care must be 
taken in the delivery of such patients to guard against 
hypoxia. Pitocin should not be used, analgesia should 
be lessened, and obstetric trauma minimized. Hydra- 
tion, rest, and even cesarean section are preferable 


to the use of pitocin to combat uterine inertia in such 
patients.—Robert E. L. Nesbitt, Jr., M.D., professor, 
and director of education and research in obstetrics 


and gynecology, Albany Medical School of Union Uni- 
versity, Albany, N.Y. 


A Philosophy of OB Anesthesia 


By Walter C. Rattan, M.D.* 


@ The purpose of this paper is to offer a general 
philosophy of approach to obstetrical anesthesia. A 
presentation of this sort necessarily reflects personal 
opinion, and some ol the opinions expressed may be 
subject to dispute. However, it is the author's opin- 
ion that if the principles herein set forth are rigid], 
adhered to, anesthesia will be adequate and compli- 
cations rare. 

1 was originally asked to discuss “New Trends in 
Obstetrical Anesthesia.” I requested that the title 
be changed for two reasons. First, | don’t believe 
there are any trends worth discussing at a practical 
level, so that most of us will for the foreseeable 
future continue to use methods that are at least 25 
vears old. 


Second, I believe that most of the anesthetic 
tragedies that occur in our delivery rooms happen 
not because our agents are inadequate, but because 
they have been improperly used. I am certain that 
many lives can be saved simply by paying more 
attention to basic principles which have been well 
known for many years. 


One of the most important facts about obstet- 
rical anesthesia is that it is difficult. The following 
conditions, common in the delivery room, would 
be grounds for cancellation of many an elective 
operation because of anesthetic hazards: 


(1) A full stomach 

(2) Upper respiratory infection 

(3) Obesity 

(4) Recent major hemorrhage with circulating 
blood volume severely compromised 

(5) A patient who is usually in pain, and fre- 
quently is emotionally tense and physically exhausted. 

Anesthesia presents no greater challenge than a 
tired, frightened, fat patient with a nasty cold 
and a full stomach, poorly premedicated, and suf- 
fering the discomforts of the second stage of labor. 

In spite of these difficulties, it frequently is the 
case that the obstetrical department is the orphan 


child of the hospital—repository for the patched 
gloves, the bent Kelly clamps, the needles with the 





*Dr. Rattan is an obstetrician and gynecologist on the staff of Kenosha 
and St. Catherine’s Hospitals, henedha, Wis. This article is based on a 
lecture given before the conference on anesthesia service at the 1959 
Tri-State Hospital Assembly. 
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fishhooks on the end, and the anesthesia equipment 
that is too good to throw away but too outmoded 
to use in the operating room any more. 


In addition, there are still many, hospitals in 
which no qualified anesthetist is available during 
all or part of the day. This olten results in the 
nineteenth-century spectacle of an untrained nurse 
pouring open-drop ether, usually with a very poor 
notion indeed of what she is doing. 

The ideal anesthetic to cope with these difficul- 


ties has not vet been invented. The perfect agent 
should: 


(1) Be 100 percent sale for the mother 


(2) Have no effect whatsoever upon the infant 


(3) Be easy lor the anethetist to administer and 
control 


(4) Be pleasant to take 


(5) Relieve completely the discomfort of labor 
and childbirth. 


Anyone can look at this list, and pick out seri- 
ous objections to any of the methods now in use. 
Each-has its own peculiar advantages and _ short- 
comings, and it is my feeling that the best results 
are obtained by tailoring the anesthetic to fit the 
particular patient. This implies that on a good ob- 
stetrical service physicians and anesthetists should 
be prepared to use any of several different meth- 
ods, and to select the one for the individual case 
that best answers the situation at hand. 


With this as a background, let us then examine 
individually the more common methods now in use, 
and try to arrive at a sound basis for deciding 
which is the best for a particular situation. 


inhalation: 


General anesthesia, regardless of the particular 
agent chosen, has certain built-in disadvantages for 
obstetrics which to me are serious enough to make 
its use undesirable as a routine procedure. There 
is the always worrisome question of the full stom- 
ach. Many patients will deliver within an hour or 
two alter a large meal. There is no time limit after 
eating that can be considered safe, for in general 
when the uterus starts contracting the stomach stops 
contracting. A dinner consumed at 6 o'clock can 
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still be very much in evidence at 4 a.m. Anyone 
who has ever had the horrible experience of sveing 
one aspiration in the delivery room is not likely 
to forget it. 


Aside from the dangers of \omiting, the chief 
objection to general anesthesia is the danger of 
fetal depression. Every anesthetic which depends 
for its action upon reaching a certain level in the 
mother’s blood stream will cross the placental barrier 
and depress the infant, and the question is only one 
of degree. 


Depression in most instances should not be a 
major factor if the agent is properly administered, 
and if the over-all interval between induction and 
delivery is not too great. However, when the limits of 
prudence are exceeded, or in borderline situations 
such as prematurity, prolonged labor, cord entangle- 
ment, or the case of an infant already compromised 
by excessive premedication, the added central nerv- 
ous system depression of a general anesthetic may 
be the deciding factor between life and death for 
the infant. 


The practice of calling the physician and then 
anesthetizing the patient when the head begins to 
distend the perineum cannot be too strongly con- 
demned. Every perineal laceration can be satisfac- 
torily repaired, but the damage to a baby from too 
much anesthesia can be irreparable. A patient who 
is ready for delivery should be delivered—by her- 
self or by anyone who is present. Whatever ex- 
planations are necessary can be made later. 

One other hazard of general anesthesia has been 
introduced with the recent popularity of trichlor- 
ethylene for analgesia during labor. Patients who 
have been using trilene should never be changed 
over to a closed-circuit gas machine, as it is well 
known that trilene becomes very toxic when ex- 
posed to soda lime. 


Pudendal Block: 


This is one of the most useful of all anesthetics 
in the delivery room. It is quick and easy to ad- 
minister. It is universally applicable, as there are 
no actual contraindications to its use. It represents 
the nearest thing to 100 percent safety in anesthesia. 
There are no hazards except that of allergy (the 
patient may be the one in a million who is vio- 
lently allergic to the particular drug being used), 
or of the occasional inadvertent intravenous injec- 
tion of the agent. The former is a minimal risk 
that must be accepted with any drug from aspirin 
to Xylocaine; the latter should never occur if the 
most elementary precautions are observed. 


The major disadvantage of pudendal block is 
that in many instances it may be considered by 
the patient to be inadequate anesthesia. This is 
particularly true if premedication has been inade- 
quate, if the patient is unusually excitable, if she 
is a primipara, if anything more than the easiest 
outlet forceps is required to effect delivery, or if 
she is in the 10 percent or so in whom the block 
is not completely successful. 


This disadvantage of inadequacy can largely 


overcome by supplementing the pudendal block 
with inhalation anesthesia, and not giving enough 
gas or ether to compromise the baby or cause the 
mother to be unable to handle her own vomitus. 
Especially with nitrous oxide, one can give con- 
siderable analgesia and amnesia without loss of 
consciousness. The combination of pudendal block 
with 80 percent nitrous oxide administered only 
during contractions is one of the safest and most 
satisfactory methods of obstetrical anesthesia avail- 
able. 


Spinal: 

Spinal anesthesia is a very useful and very safe 
method in obstetrics, but one which has often been 
abused and has been the victim of much misun- 
derstanding among physicians, anesthetists, and the 
laity. I should like to begin by debunking a few 
popular misconceptions. 


Spinal anesthesia properly used 

(1) Does not cause sudden and unexplained death. 
(2) Does not cause permanent paralysis. 

(3) Does not cause severe and prolonged backaches. 


(4) Does not cause headaches of more than a few 
days duration. 


It should be carefully noted that spinal anes- 
thesia does not prevent any of these occurrences. 


There are, of course, as with most things in medi- 
cine, exceptions to the blanket statements we have 
made regarding safety. Most of the exceptions have’ 
been due to major and inexcusable errors of technic, 
which leads us to a list of axioms for spinal anes- 
thesia that should never be violated. 


(1) No ampoule of a drug which is intended for 
intrathecal injection should be sterilized in a liquid 
bath of any kind. These ampoules must be auto- 
claved. : 


(2) No physcian should ever administer a spinal 
anesthetic who has not been adequately trained in 
its use. This is an open invitation to disaster. 


(3) A spinal anesthetic should never be admin- 
istered unless a trained anesthetist is at the head 
of the table in constant attendance. Violation of 
this one rule has been responsible for most of the 
tragedies that have occurred with spinal anesthesia 
in obstetrics. 


The illogical attitude of people who would never 
think of leaving a spinal patient unattended in the 
operating room, but who feel that no anesthetist 
is necessary for the same procedure in the deliv- 
ery room, constantly amazes me. If one surveys the 
proceedings of any maternal mortality committee 
in the country, the following sequence’ of events is 
repeated time and time again: 


(a) The anesthetist on call was busy in the op- 
erating room. 


(b) The patient was ready to deliver. 


(c) The attending physician was relatively inex 
perienced with the method, but a spinal was elected 
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as the best choice under the circumstances. 


(d) After the drug was administered, the circu- 
lating nurse was circulating, the scrub nurse and 
physician were scrubbing, the anesthetist wasn't even 
on the same Hoor of the hospital, and no one was 
watching the blood pressure. 


(e) Eventually the discovery was made that there 
was no blood pressure (by now five minutes had 
elapsed since the injection) and the patient was 
not breathing. 


(f) This touched off a wild chain of events which 
included, in various combinations, venous  cut- 
downs, artificial respiration, intracardiac stimulants, 
thoracotomy with cardiac massage, traumatic for- 
ceps delivery of the infant, and death of mother 
and baby. 

(4) One agent or combination of agents should 
be used by a given individual, and only one. Each 
drug used for spinal anesthesia has its own pecu- 
liarities of behavior. The physician should become 
thoroughly familiar with the vagaries of one drug, 
and then stick to it. 


(5) The dose of a given spinal anesthetic for a 
pregnant woman is exactly half of what would be 
administered for the same individual if she were 
not pregnant. Violation of this rule can be fatal. 


(6) The injection should be made only at the 
end of a contraction. 


(7) The blood pressure must be checked every 
minute for the first five minutes, and frequently 
thereafter. The first five minutes are crucial, and 
a momentary distraction at this time can have 
serious consequences. There is never an excuse for 
finding a patient with a blood pressure of 0/0 or 
40/0. There was a time when that blood pressure 
was 100/80, and another time when it was 80/60. 
Correction at that stage would have been a simple 
matter. 


(8) A syringe and a vasopressor drug with which 
the anesthetist is thoroughly familiar must be with- 
in reach of the anesthetist’s chair at all times. 


(9) An airway and a machine for giving positive- 
pressure oxygen must be immediately available. 


I have never seen or heard of a major mishap 
with spinal anesthesia when these precautions have 
been observed. Even the occasional “complete” 
spinal which goes right up to the ear lobes should 
not result in any more serious damage than a little 
wear and tear on the nerves of the anesthetist if 
the situation is properly handled. 


If none of the usual objections to spinal anes- 
thesia are valid, what are its disadvantages? 

(1) As with pudendal block, there will be the 
rare individual with an anaphylactic type of re- 
sponse to the agent being used. 


(2) There have been a few cases of persistent 
neurological changes which apparently are bona fide. 
Most of these complications have been relatively 
minor and usually transitory. They are quite rare 
—especially in reported series in which the author 
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has been careful to exclude pre-existing neurologic 
disease. 


(3) The problem of headaches is a real one. 
These almost never last more than a few days, and 
no permanent disability ever results. This compli- 
cation is strictly in the nuisance category, but 
it is very annoying to the individual involved, and 
there is no doubt that it is more common in ob- 
stetrical than in surgical patients. 


(4) In spite of the fact that there should be no 
accidents with the method, it cannot be denied 
that there is much more room for human error than 
with pudendal block, for example. So long as peo- 
ple are not infallible, a certain irreducible num- 
ber of accidents will happen--the same as_ with 
blood transfusion, or any other hospital procedure 
in which a minor violation of routine can have 
serious consequences. 


Caudal: 


I do not use caudal anesthesia for the simple rea- 
son that I do not believe that it is as safe as other 
methods. A considerable number of accidental in- 
trathecal injections have been made by the caudal 
route, even when the method was administered by 
the best of hands and utmost precautions were used. 
Since the dosage used for caudal is well above the 
allowable maximum for spinal, the outcome is usu- 
ally fatal. These tragedies, while rare, are inherent 
in the method, and not necessarily the result of 
carelessness in technic, as accidents with spinal an- 
esthesia may be. 


Natural Childbirth: 


This has been the major fad of the last decade, 
the subject of innumerable articles in the popular 
magazines, and the source of a great deal of non- 
sense in high places. To anyone who has ever dealt 
with patients it is perfectly apparent that pain— 
any pain—is exaggerated by fear. This has been a 
basic tenet of the art of the good physician for 
centuries. 


I am heartily in favor of any steps that can be. 


taken—be it prenatal education, the fostering of a 
strong bond of understanding between doctor and 
patient, or any other measures to improve the con- 
fidence and tranquility of the patient. But to say 
that all obstetrical pain is fear, to make a fetish 
of using absolutely no medication of any kind, or 
to suggest that a new race of better-adjusted people 
is being created by the method seems a little be- 
yond the pale of logic. I have yet to be convinced 
that the recommended series of yogi exercises have 
any merit other than that of giving the patient 
something else to think about besides her discomfort. 


Aside from this, there is one other objection that 
seems to me to be potentially serious. There has 
been an unfortunate tendency for this technic to 
attract the one personality type who should never 
attempt it: the individual who has a basic feeling 
of inadequacy to play the role of mother, and who 
therefore feels a compelling need to do something 
heroic to prove her capabilities. She is doomed 
by the nature of her make-up to failure, and ‘is the 
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very patient who should never be allowed to suf- 
fer a major defeat in her first experience with pa- 
renthood. 


The women who fit into this pattern are a small 
minority, but many of them will become major 
psychiatric casualties of the method unless they are 
very carefully handled. 


Hypnosis: 

This is destined to be the fad of the next decade, 
as “natural” childbirth has been of the last. The 
only objection to hypnosis in obstetrics is that it 
is not very practical. Approximately one-third of 
patients are good subjects, and can be prepared with 
a total of one or two hours of practice during preg- 
nancy. Another one-third can be successfully pre- 
pared by spending a great deal more time than 
the ordinary practitioner has to give. 


The remaining third either cannot be hypno- 
tized, or would require so much time in prepara- 
tion that the method is not worth considering for 
them. Accordingly, hypnosis would not seem to 
be a satisfactory answer to the problem of obstet- 
rical anesthesia, at least for a busy practitioner. 


Cesarean Section: 


The special problem of anesthesia for cesarean 
section deserves some comment. It is my practice 
to use spinal anesthesia routinely for this procedure, 


except in cases in which there has been major, un- 
corrected blood loss. In addition to the advantages 
already enumerated, it allows the surgeon to pro- 
ceed without violent haste, and therefore to do a 
more precise and less traumatic type of operation. 
This is particularly true in the patient who has 
had previous lower abdominal surgery, wherein ad- 
hesions may be a major obstacle. 


Because local anesthesia is apt to be very satis- 
factory to everyone but the patient, my preference 
is for cyclopropane in those cases for which spinal 
is not suitable. The induction should not begin 
until the patient is draped and the operating team 
is in complete readiness. The surgeon must then 
proceed with all due dispatch, in order to avoid 
serious difficulties with resuscitation of the infant. 


SUMMARY 


There is no “best” method for obstetrical an- 
esthesia. There is a best method for a particular 
patient, obstetrician, and anesthetist, in a particu- 
lar hospital at a particular time. The job of the 
obstetrical team is to find that method, and to 
use it properly. Of all the variables to be con- 
sidered, the most important by far are the compe- - 
tence and experience of the individuals involved. 
A poor method in expert hands is infinitely safer 
than a good one which is inexpertly employed. 
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Hypnotism in Pregnancy 


By Henry C. Bernstein, M.D., and Abraham Bernstein, M.D.* 


@ Many articles have been written lately on the use of 
hypnotism in obstetrics. Interest in hypnotism is in- 
creasing daily. The fear of the medical hypnotist that 
he might be ridiculed by his colleagues and the public 
is slowly disappearing, and suddenly he is finding him- 
self in the “middle of a very popular subject.” 


As the popularity of hypnosis increases, the selec- 
tion of patients becomes easier, and one of the disad- 
vantages to the use of hypnosis disappears: namely, the 
patient’s preconceived fear of the procedure. This fear 
“probably arose from the concept that hypnosis borders 
on the supernatural, and that once a person was hyp- 
notized he was completely under the “spell” of the hyp- 
notist, and lost his individuality. This particular point 
was vividly brought to our attention by one prospective 
hypnosis case. 


This young woman, about three months pregnant, had 
been told by another patient of ours (a friend of hers) 
how “wonderful,” “easy,” and “painless” it was to have 
a baby under hypnosis. She asked whether she could 
have her baby under hypnosis. We agreed, and an ap- 
pointment was set. At her appointment she said that 
she did not think she could proceed with hypnosis, be- 
cause of religious reasons. She had consulted her re- 
ligious leader, who informed her that while she was 
under hypnosis the hypnotist probably would take posses- 
sion of her soul. Therefore, the hypnotist should first 
be properly investigated by a religious tribunal to see 
whether he was a fit person. 


The patient felt that we probably would not be willing 
or have the time to appear before such a group. We 
agreed. 





SELECTION OF PATIENTS 

There are*no rules by which one selects a patient for 
hypnosis, and there is actually no way to ascertain in 
advance that she can be hypnotized. It has been our 
practice to select those patients who show some interest 
in this form of analgesia for delivery by asking questions 
about painless childbirth or some similar subject. When 
they ask these questions, we discuss the entire subject 
with them, taking as much as 30 minutes if necessary. 


If they indicate any fear or hesitation, or feel that 
members of their family might object, they are strongly 
advised not to select hypnosis. Many patients who have 
selected hypnosis have done so because they have dis- 
cussed the subject with a friend, or have read articles 
about it. 


The next problem is, who can and who cannot be 
hypnotized. Contrary to general belief, only a few per- 


*San Francisco, Calif. 
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sons can be “completely” hypnotized (about six percent 
of the patients attempted). To differentiate the degrees 
of hypnosis, patients have been divided into four classes: 


(1) Those who give us their complete attention, but 
show no loss of control of any of their muscle groups. 
They cooperate voluntarily, and feel they want to help. 
About 60 percent of patients attempted fall into this 
group. 


(2) Those who are completely relaxed, follow simple 
commands, but are still in control of all their move- 
ments. About 20 percent of patients attempted fall 
into this group. 


(3) Those who are completely relaxed, follow all com- 
mands, have no control of their movements, but are 
aware of their surroundings, and when “awakened” re- 
member all occurrences while they were hypnotized. About 
10 percent of patients attempted fall into this group. 


(4) Those who are completely relaxed, follow all com- 
mands, have no control of their movements, are unaware 
of their surroundings, and when “awakened” have com- 
plete amnesia regarding all events while they were hyp- 
notized. They follow posthypnotic suggestions without 
fail. About six percent of patients attempted fall into 
this group. 


The majority of patients in groups (2) and (3) very 
readily follow posthypnotic suggestions regarding relaxa- 
tion and loss of pain sensation. This fact is important 
in obstetrics, because if a patient is relaxed the amount 
of pain she will experience is reduced by 50 to 75 per- 
cent, especially during the first stage of labor. It is 
the patient’s nervous tension which accentuates the pain 
of the first stage, and magnifies it multifold. 


The only patients we have rejected after a few attempts 
at hypnosis are those who act very tense, those who feel 
amused by the whole procedure, and those who finally 
admit that their husbands, mothers, etc., object to the 
procedure. We advise them of other forms of analgesia, 
and desist from further hypnotic sessions. 


We usually start hypnotic inductions about the third 
month of pregnancy, and have our patients return once 
a week. The initial few inductions may take 20-40 
minutes. Once it is determined to what degree a patient 
can be hypnotized, the length of time is cut to about 
five to 10 minutes. While hypnotized, the patient is given 
posthypnotic suggestions to relax during labor, and to 
feel no pain. 


This instruction regarding relaxation is very valuable 
during the prenatal period as well, and many a husband 
has called to express his thanks for making his wife a 
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much more “relaxed” person to live with. In fact, some 
husbands have called months after delivery to ask that 
their wives be hypnotized again, because they have be- 
come tense and argumentative. The wives have also 
admitted they noticed the difference in themselves, and 
have requested hypnosis to relax them, because they felt 
so good while under hypnosis during pregnancy. 


Methods of hypnotic induction vary only in the objects 
used, but not in the underlying principle: namely, having 
the subject “fix” her mind, or concentrate, on some object 
or procedure. Our method las consisted of asking the 
patient to concentrate on her fingers, or breathing by 
“the numbers.” Once the patient has relaxed, it is sug- 
gested that she will fall asleep, and exclude herself from 
the surrounding area with regard to sound. 


Once in a hypnotic state, she is instructed about labor 
contractions, and told that during labor she will remain 
relaxed and feel no pain. This is repeated on each suc- 
ceeding visit. She is then given the suggestion to awaken, 
not be nervous or have a headache, and to be relaxed 
when awake. 





—CONTROL OF NAUSEA 


If during the early months of pregnancy she complains 
of nausea and vomiting, she is given the posthypnotic 
suggestion that on awakening she will not be nauseated 
and will not vomit. This method of stopping nausea and 
vomiting in early pregnancy has proved very successful. 
This was especially demonstrated in one case referred 
to us by another doctor who had tried without success 
all the usual methods. 


Once labor contractions start and the patient is hos- 
pitalized, we usually hypnotize her once more, give her 
the usual posthypnotic suggestions. indicated above, and 
then awaken her. During the entire first stage of labor 
the majority of patients are very relaxed, do not com- 
plain of pain, and require no medical sedation. However, 
when they enter the second stage, a few become appre- 
hensive, and it is necessary to hypnotize them on the 
delivery table. This usually re:axes them completely, 


and the entire delivery is accomplished without any anes- 
thesia, including the repair of the episiotomy. 


The cry of the newborn baby is enough to awaken 
the majority of the patients, and we can only explain 
this on the basis that the mother instinct is greater 
than any form of hypnosis. Following delivery, we 
hypnotize the patient again, in order to repair the 
episiotomy. 


For patients who are in the first and second classifica- 
tions, we always have an anesthetist present, and usually 
put the gas mask over their faces. In most cases we 
use only oxygen. Apparently the use of the mask is 
sufficient to relax these patients. 


After delivery all of our patients are relaxed, and 
some have even wanted to walk back to their rooms. 
None shows the exhaustion which usually follows delivery. 





= ———— NURSE'S ROLE 

Nurses and nurse’s aides are informed on the patient’s 
admission that she is being delivered under hypnosis, 
and that she will probably need no sedation. They are 
also warned that she will have to be watched carefully, 
as she probably will not indicate by “voice” that she is 
close to delivery. All questions by personnel about hyp- 
notism are answered fully. However, no attempt is made 
to train any particular floor nurse in the art of hypnosis. 


It is interesting to note the reactions of the hospital 
personnel to our patients who are being delivered under 
hypnosis. Some are credulous; others simply will not 
believe that it will work. Some will not believe even 
after they have observed the entire delivery. We do 
not attempt to convince the doubtful, but do caution them 
not to communicate their doubts to the patient. We 
also warn all nurses not to use the word “pain” in regard - 
to the patient’s contractions, but simply to call them 
contractions. 


Hypnosis in obstetrics is very useful, and we would 
recommend it to all pregnant women. We believe that 
at some future time it will be chosen by the majority 
of them. 


Cesarean Delivery Performed 


Under Posthypnotic Suggestion 


By Quinton M. Sherrer* 


@ When Raymond Anthony Covington arrived at Memo- 
rial Hospital, Houston, Tex., at 8:11 a.m., January 10, 
1957, 150° somewhat skeptical doctors, nurses, and student 
nurses watched the cesarean delivery with great interest 
via closed-circuit television. 


Raymond was the first baby born in the United States 
while his mother was under posthypnotic suggestion— 
completely .conscious through the entire hour-long 
operation. 


The surgeon said there is no mention in British or 
American medical journals of any other major surgery 
performed previously in this manner exclusively. 


*Mr. Sherrer is in the public relations department at Memorial 
Hospital, Houston, Tex. 


At 7:45 a.m., the physician, with two assisting surgeons, 
a standby anesthesiologist who was ready to go into 
operation on a second’s notice, a third physician who 
narrated part of the telecast, and three nurses swung 
into action. 


The physician touched Mrs. Virginia Covington’s right 
hand and put her into a hypnotic trance. He told her 
that her right hand would become anesthetic and she 
would not be able to feel any pain in it. This anesthesia 
would persist after she was awakened, and she would 
be able to transfer it to her abdomen. 


“You will feel no pain or discomfort in your abdomen,” 
he repeated several times. He then touched her left 
hand to awaken her. She rubbed her abdomen several 
times as instructed. 
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Above: Mrs. Covington is shown with her son, one hour after 
delivery. 


He performed two sensitivity tests. She did not flinch. 
He made the first incision—seven-inches long—and again 
she did not flinch. 


Two of her physician’s colleagues completed the 
surgery while he held Mrs. Covington’s hand and con- 
versed with her frequently. 


As the doctors worked they reported: “Now we’ve 
hit adhesions from her former cesarean section . . . she 
is relaxed . . . as though under normal anesthetic . . 
she is comfortable .. . her main discomfort is a sense 
of heaviness, like a weight on her abdomen .. 


“Now we’ll get the baby. Here’s one foot. Here’s 
the other.” An immediate and hearty cry greeted the 
mother as she watched. The baby was a healthy 7 lb. 
7 oz. The audience cheered. 


“I’m glad he’s here,” Mrs. Covington said. 


The doctor held the baby up for a better view. “I 
only have a funny taste in my mouth,” the 34-year-old 
mother remarked. She asked to see the new baby again, 
and said, “We’ll call him Raymond.” 


There was no bleeding as physicians began to suture 
the incision. 


“I feel just fine,” the patient declared. “No, no pain.” 
Later in the recovery room she complained, “I’m starved.” 
Said her doctor, “I’m tired.” She then ate a light break- 
fast, followed three hours later by a big lunch of meat 
loaf, string beans, potatoes, iced tea, and ice cream. 


With the exception of one drug injection at 11 a.m., 


three hours after the birth, Mrs. Covington received no 
sedation of any kind. The medication was for lower 
abdominal cramps. 


None of the family saw the operation. Wallace Coving- 
ton, the father, was getting their sons Cecil, 9, and 
Donald, 7 off to school and helping his mother care for 
4-year-old Doris. 


When Mrs. Covington learned of her fourth pregnancy, 
she and her doctor—who had delivered the other three 
children—decided to try posthypnotic suggestion. The 
doctor worked with her since the fifth month of pregnancy. 
He was very pleased with the results and said afterward 
that she should recover much more rapidly than if she 
had received anesthesia or any other medication. 


Mrs. Covington also was happy over the posthypnotic 
results. “It took 32 hours of labor with the first two 
children,” she said, “and I was in labor three days the 
last time before they finally had to do a cesarean. These 
cramps afterward are not nearly as painful as I had 
before. I haven’t been sick this time at all.” 


The patient checked into the hospital at 2 p.m. the 
day before her operation. She ate an average-size supper, 
and had fruit juice at 8 p.m. She went to sleep of her 
own accord. 


As a precautionary measure, she was given a pint of 
blood immediately prior to the operation, but no other 
medication. 


Mrs. Covington began eating normal meals and moving 
about freely after her delivery. She was dismissed from 
the hospital five days after delivery. 


Asked whether she would undergo another posthypnotic 
operation, Mrs. Covington replied quite rapidly, “I cer- 
tainly would—if I had the same doctor.” 


Book on Medical Hypnosis 


A book containing detailed discussions of the uses of hyp- 
nosis in medicine is A Handbook of Medical Hypnosis, by 
Gordon Ambrose and George Newbold, published by 
Bailliere, Tindall, and Cox, London, England. Price: 
21 shillings. 


According to a review in Anesthesia (London), July, 
1956, “writers are chiefly concerned with the application 
of hypnosis in the treatment of disease, but the anes- 
thetist will find much of interest—particularly in the 
chapter dealing with obstetrics and surgery. The induc- 
tion of hypnosis is described clearly and in sufficient 
detail to be of real practical value.” 






PPP PT TTTTTTITILILI TITLES eee eee eee: 





BEER EE SESE33393933 





(Abstract of a paper given at the annual convention of the 
American Medical Association, Atlantic City, N.7., June, 1955) 


Obstetrical Anesthesia Often 
Neglected Part of Specialty 


System for Providing Hospital 
24-Hour Service Described 


Some of the best hospitals in the country provide their 
maternity patients with a quality of anesthetic service 
which would never be tolerated in their operating rooms. 
Obstetrical anesthesia is often an unwanted and neglected 
portion of anesthesiology. 

Possible reasons for this are the scarcity of anesthesi- 
ologists, the passive attitude of anesthesiologists toward 
this phase of their specialty, the argument that obstetrical 
anesthesia, because of its emergency nature, encroaches 
unduly upon the anesthesiologist’s time, and the lack of 
remuneration commensurate with the services rendered. 

We believe it is practical to provide 24-hour medical 
anesthesia service to obstetrical patients. Since 1951 a 
group of anesthesiologists has provided such service to 
Tacoma General Hospital, a 215-bed private hospital with 
approximately 2,500 deliveries a year. The group, which 
also provides service to several other institutions, now 
includes seven anesthesiologists, eight residents in various 
stages of training, and three interns who are on anesthesia 
service for a minimum of six weeks. 

Four attending anesthesiologists and four or five resi- 
dents are assigned to Tacoma General Hospital, which in 
1954 had 3,379 surgical operations and.2,359 deliveries. 

On a typical day, three or four of the attending men 
and four residents will be on duty until the elective sur- 
gery schedule is completed. Since usually only four of the 
five operating rooms are used at any one time, three anes- 
thesiologists generally are available for obstetrical use. 

After the elective surgery schedule is completed, at 
least three anesthesiologists are available for obstetrics 
and emergency surgery. The three on call usually consist 
of one attending anesthesiologist, one second-year resident, 
and one first-year resident. 

If there is no activity in the labor room, the attending 
man goes home but remains on consultation call. The anes- 
thesiologist on first call sleeps on the obstetrical floor, so 
that he is available within two or three minutes, and the 
one on second call also remains in the hospital. 

In 1954, residents administered about 20 percent of ob- 
stetrical anesthetics alone. 

If more than three anesthesiologists are needed, the 
persons on first and second call in one of the other local 
hospitals may be summoned. Although each anesthesiolo- 
gist is on call about every third night, the schedule is not 
too difficult, since the one on first call is off the next morn- 
ing. The person on second call may be called once or twice 
during the night, while the person on third call is not 
usually called after midnight, except for consultation or in 
case of complications. 

Whenever possible, an obstetrical patient is seen before 
anesthesia is administered, so that a history may be ob- 
tained and the patient’s preference of anesthesia deter- 
mined. The decision as to the optimum time of initiating 
analgesia usually is made by the obstetrician, but may be 
left to the anesthesiologist, especially when a continuous 
block is to be used. 

The anesthesiologist supervises the administration of 
restorative fluids and drug therapy to the mother, and 
assumes care of the newborn. In the postpartum period he 
sees the patients daily and takes an active part in prevent- 
ing and treating postanesthetic complications and man- 


aging respiratory problems in the infant. 

When visiting patients, he wears street clothes, so that 
they will not think of him as one of the house staff. 

The obstetrician is often at fault in accepting the barest 
minimum of anesthetic service. He should demand that 
the anesthesiology department be organized to give the 
obstetrical service expert anesthesia at any time.—John J. 
Bonica, M.D., Tacoma, Wash. 


(Abstract of a lecture at the annual meeting of the American 
College of Obstetricians and Gynecologists, Chicago, November, 
1956) 


Re-examination of Obstetrical 
Anesthesia Staff is Urged 


Mortality in Cesarean Section 
Second to Intrathoracic Surgery 


No general surgical procedure, exclusive of intrathoracic 
surgery, has a higher mortality than cesarean section. 
Approximately -1,000 women die each year from causes 
related to anesthesia. 


All hospitals performing obstetrics should re-examine 
their obstetrical anesthesia organization and improve de- 
ficiencies that have developed. 


The pattern is being established in our best maternity 
centers of providing an organized, specially trained physi- 
cian anesthesiology staff, available 24 hours a day, and 
under a chief of staff who develops his service in much 
the same manner as that of the obstetrical service. Obstet- 
rical anesthesia is as different from surgical anesthesia as 
obstetrics is different from surgery. 


Wherever there is no physician anesthesiology service, 
the chief of anesthesia should not be, from a medicolegal 
or practical point of view, either the hospital superintend- ‘ 
ent or the nurse anesthetist. In these circumstances it is 
imperative that these duties be performed and organized 
by the obstetrical chief of staff or by the staff obstetrician 
most capable and experienced in anesthesia. 

The latter should organize and be responsible for the 
best staff available on a 24-hour basis. Anesthesia call 
should be rotated; budget planned and directed; nurse 
anesthetists supervised and assigned; equipment, fire, and 
explosion hazards checked and corrected. 

The organization should plan for training in obstetrical 
anesthesia and should prepare the way for interesting and 
securing physician anesthesiologists. 

In areas with only one anesthesiologist, or an insufficient 
number, a better and safer organization of combined obs- 
tetrician and anesthesiologist service might be effected.— 
Robert A. Hingson, M.D., Professor of Anesthesiology, 
Western Reserve University School of Medicine, Cleveland. 


(Abstract of a lecture at the annual meeting of the American 
College of Obstetricians and Gynecologists, Los Angeles, April, 
1958) 


Calls for Greater Caution in Choice 
And Use of Obstetrical Anesthesia 


Anesthetics Now Rank Fifth 
As Cause of Fetal Mortality 


With the present-day use of antibiotics, blood trans- 
fusions, cesarean sections, and better prenatal care, 
many of the previous causes of fetal and maternal 
mortality have been removed, leaving anesthesia fifth- 
ranked as a cause of mortality during childbirth. Forty 
percent of stillbirths are due to anoxia. 
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A careful examination of the types of anesthesia and 
analgesia available for use during childbirth, and 
closer observance of safety rules, will provide relief 
technics least dangerous to mother and child. 


Consideration must be given to the expected dura- 
tion of labor, and the patient’s medical history and 
present physical condition, in making the choice be- 
tween regional, inhalation, parenteral, oral, or rectal 
anesthesia. Causes of accidents with anesthetie 
agents are, basically, erroneous choice of agent, and 
faulty judgment in technic of administration. 


An essential rule for safe administration of inhala- 
tion or regional anesthesia is to have the following 
immediately available: equipment for administering 
oxygen or negative suction, endotracheal tubes for 
ventilation, and pressor drugs. 


Contraindications to spinal anesthesia are: any his- 
tory of central or peripheral nervous system injury, 
previous back injury, or surgery; presence of shock, 
hemorrhage, severe hypotension or hypertension; a 
need for maximal relaxation of uterus: fear or reluc- 
tance on the part of the patient. 


The trend in obstetrical analgesia is away from the 
use of profound narcotics, and toward the balanced 
use of several drugs to obtain the advantage of a sum- 
mated therapeutic effect. Smaller doses given with 
greater frequency have proved practical for increas- 
ing pain relief. 


In premature labor, when barbiturates and narcotics 
are contraindicated, caudal anesthesia has proved 
most useful, eliminating heavy pre-sedation and produc- 
ing a higher fetal “salvage rate.” 


Mental and psychological pre-education to relieve 
fear aids relaxation. If started sufficiently early in 
pregnancy, such education proves useful in the labor 
room and reduces the necessity for analgesia. Patients 
like full information on the various types of anes- 
thetics and analgesics available, and they should be 
given their own choice as far as possible—Donald W. 
de Carle, M.D., associate clinical professor, Stanford 
University Medical School, San Francisco. 


(Report on a scientific exhibit at the clinical congress of the 
American College of Surgeons, Chicago, October, 1958) 


No Important Neurologic Sequelae Found 
In Patients After Saddle Block 


Physicians Report on Long-Term 
Follow-up of 1,077 Patients 


No significant late neurologic sequelae to saddleblock 
anesthesia were found in a careful obstetric and neu- 
rologic long-term follow-up of 1,077 patients on the 
University of Arkansas maternity service. 

Results of the study were reported in a scientific 
exhibit presented at the 44th clinical congress of the 
American College of Surgeons by Eva F. Dodge, M.D., 
associate professor of obstetrics and gynecology, and 


John B. Nettles, M.D., University of Arkansas School 
of Medicine. 
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Only nine neurologic deviations were observed in 
the 85 patients who received neurologic examinations 
because of suggestive neurologic changes. Of the nine, 
the doctors said, only six were probably related to 
saddleblock anesthesia. These were minor, including 
alterations in reflexes, mild sensory changes in lower 
legs, headaches, and dizziness. 


On the basis of these findings, the researchers con- 
cluded that this type of anesthesia is clinically effec- 
tive and safe, and has a high degree of patient ac- 
ceptance. 


Saddleblock anesthesia, using primarily heavy di- 
bucaine, has been administered over 13,000 times on 
the University of Arkansas maternity service since 
1946. To assess the frequency and severity of late 
neurologic complications, a review was made of the 
records of 3,147 patients who received 3,831 saddle- 
blocks prior to January, 1952. 


Thus, because no patient since that date was in- 
cluded, a minimum of six years had elapsed since the 
first saddleblock was administered to each patient 
studied. 


Of the 3,147, 25 had died (their deaths were not 
related to the anesthesia), 1,998 could not be located, 
and 47 were not available for follow-up. The remaining 
1,077 participated in the study. 


(Abstract of a lecture at the 1959 Illinois Congress on Maternal 
and Infant Care, held in Spring field) 


Obstetrical Anesthesia 


Pain Relief Vital, but Sub-Lethal 
Doses Keep Natal Day Fatalities Up 


The first obstetrical anesthesia (chloroform) was 
used in England in 1846. Despite the advances 
since then, an abnormal number of women are 
dying in the delivery room as a result of anesthesia 
disasters. The mother knows she'll have pain, 
and that the doctor can give her relief; thus, the 
subject of anesthesia and analgesia begins with the 
prospective mother’s first visit. 


Total anesthesia is not necessary for safe de- 
livery, though in some cases the patient should 
have it. Personally, I am a firm believer in regional 
as against block anesthesia, with its special pit- 
falls. At first, failures such as anesthetization of 
the right side, but not the left, ran as high as 
50 percent; today the figure is 10 percent. 


The advantages are that the technic can be used 
on all but the small minority who emotionally 
fear the needle, are afraid of being awake so are 
better off asleep, and those sensitive to drugs. It 
is excellent for patients suffering from toxemia 
and impending convulsions. 


In any anesthesia, a specific technic is an abso- 
lute must, and it must not be hurried nor varied 
one iota. Determine the caudal hiatus, insert the 
needle, and aspirate with a small syringe, then 
inject the anesthesia. When the patient can’t 
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wiggle her toes, she is fully prepared. 


Continue a rather casual conversation with the 
patient. If the anesthesia is being inadvertently 
given intravenously, her conversation will reveal 
it. 


The impression that regional anesthesia is a 
difficult technic, accounting for less use than it 
deserves, is not wholly accurate. I find it less 
difficult than a spinal, and it affords more relaxa- 
tion and pain relief than block methods. 


(Abstract of a paper given at the 43rd clinical congress, American 
College of Surgeons, Atlantic City, N.J., October, 1957) 


Preoperative Drugs Depend on Patient; 
Heavy OB Anesthesia ‘Obsolete’ 


Obstetrician Should Develop Criteria 
For Evaluating Baby's Condition 


It is obsolete practice to anesthetize a patient heavily in 
obstetrics, and there certainly is no need for barbiturates 
when other drugs are more effective and have less effect 
on the baby. Thorazine should not be used because of its 
hypotensive effects. 


Preoperative medication depends upon the individual 
patient. There can be no set rules. The patient scheduled 
for elective section with spinal anesthesia will escape post- 
spinal headache if oral fluid technic is increased preopera- 
tively. If headache does occur, saline is injected into the 
epidural space with a small-gauge needle and catheter in 
the caudal space. The catheter is left in place for 12 
hours, and if pain persists, another 40 cc. are injected 
after that time. 


To relieve pain, drugs with this specific action should 
be given. To avoid depression of the baby, normal doses 
should be divided inte small doses given at intervals. The 
best medicine for the obstetrical patient is good rapport, 
which can be established by a good nurse or aide. 


There are laboratory methods available for determining 
when a baby is in bad condition—oxygen saturation can 
be measured, and pH and buffer bases determined. But 
these technics are not practical for the usual delivery 
room. It is more feasible for the obstetrician to develop 
his own criteria for evaluating the baby’s heart and re- 
spiratory rates, muscle tone, and general response in the 
first 60 seconds of life.: 


Every baby suffers from a degree of asphyxiation at 
delivery. Expeditious delivery, once the head is out, al- 
lows for more complete suction and resuscitation unham- 
pered by uterine pressure on the baby’s chest with its 
limited breathing space. There is evidence to support the 
statement that the advantage of placental circulation, used 
to justify delay in delivery, is of questionable value at this 
stage of life. 

Respiratory acidosis is easily corrected by giving oxy- 
gen, but no benefit is obtained by ventilating the stomach. 
The lungs must be filled with oxygen to get carbon dioxide 


In 1953, Dr. Herman Bundesen reported that 
there has been virtually no reduction in natal 
day fatalities in 40 years, with three out of four 
deaths attributed to pulmonary difficulties. If we 
are going to reduce this shocking figure, we’re 
going to have to look for better ways of reducing 
pain, and cut out these sub-lethal doses of anes- 
thesia. There is no drug now in use that does not 
penetrate the fetal brain, liver, kidneys, and other 
organs within 20 seconds.—Robert F. Purtell, M.D., 
Milwaukee, Wis. 





out. This is easily done with the use of a plastic airway 
to get the tongue out of the way and a catheter to lead 
in oxygen, which can be supplied either by direct mouth 
breathing of the anesthetist or by a machine. 


A resuscitative laryngoscope is definitely superior to 
tactile methods of intubation. Failure to accept the value 
of this technic is due to a certain lack of energy in teach- 
ing the proper use of the tool. 


Fetal heart rate is supposedly speeded up when the 
mother is given oxygen before delivery. Acoustical rec- 
ords of fetal heart action, however, showed no appre- 
ciable change with the administration of oxygen. High 
percentages of oxygen are hazardous, because muscles of - 
blood-vessel walls will constrict. 


Oxygen levels ate apparently not related to subsequent 
brain efficiency, according to a limited study of 161 cases 
at 47 months by the standard Sanford-Binet I.Q. test.— 
Virginia Apgar, M.D., Professor of Anesthesiology, Colum- 
bia University College of Physicians and Surgeons, New 
York City. 


(Abstract of a lecture at the clinical meeting of the American 
Academy of Obstetrics and Gynecology, Chicago, December, 
1955) 


Local Anesthetic Advised for Gynecological 
Surgery Including Cesarean Sections 


Contraindicated for Eclamptics 


Aii gynecological operations can be done under local anes- 
thesia, including cesarean section. When a local is chosen 
for a cesarean delivery, the abdominal wall is anesthetized 
in three layers. About 50 cc. of anesthetic is used for each 
layer. Novocaine is the most commonly used drug. 


The only pain the patient experiences is at the moment 
when the baby comes out of the uterus. As soon as the 
uterus is reached during the operation, a little trilene gas 
or morphine should be used. t Sys 

A local should never be used in eclampsia. Also, an 
eclamptic should lose some blood if the volume is high 
enough. Transfusion should never be given to a woman 
with eclampsia, because certain changes in the chemistry 
of the blood will cause it to clot. The only time a trans- 
fusion should be considered is when there is a severe 
hemorrhage.—Frederick H. Falls, M.D., Chicago, and Jo- 
seph B. Sheffery, M.D., Assistant Clinical Professor of 
Obstetrics and Gynecology, Georgetown University School 
of Medicine, Washington, D.C. 
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The “baby-in-a-drawer” idea, introduced at the Kaiser Foundation 
hospitals on the West Coast, is shown in use here at the Kaiser 
Hospital in Honolulu. Separate nurseries adjacent to the maternity 
rooms hold four newborn infants. An aperture in the soundproof 
wall of each patient's room allows for the entry of her baby any 
time she wants to have him with her. A pull of the drawer handle, 
and he arrives snuggled in a bassinet which rests in the drawer. 
With a gentle push she sends him back to the nursery, and a light 
which goes on simultaneously signals the nurse that he is back in 
her care. Below the bassinet is another drawer containing such 
items as diapers, pins and powder. 


This “Stork Club” sign was devised for use in the Jackson Memorial 
Hospital, Miami, Fla., to designate the meeting time for expectant 
mothers’ classes. A TOPICS’ reporter photographed it on a tour 
of the hospital in 1954. The nurse pictured is Helen Sweeney, then 
supervisor of the newborn nursery. 








‘ 


ee 
ee 
ee 
ee 
ee 
ee 
ee 
ee 
e--® 
e--® 
e--@ 


‘ 


\ 





Diaper Services Protect 1,000,000 Babies, 
Build $50,000,000 Industry 


e@ The first diaper service in the U.S. was a depression 
baby. In 1931, Albert Lau and his wife, Bess, were 
at a party where the conversation turned, as it was 
wont to do during this period, to ways of beating 
the depression. Mr. Lau, a stock and bond salesman 
in Chicago’s LaSalle Street, who had more time than 
commissions on his hands, remarked that he’d like 
to go into some kind of business with no inventory 
problems. 


Someone suggested that a diaper service wouldn’t 
have much static inventory—and it was good for a 
general laugh. But Mrs. Lau thought about it seri- 
ously; liked the idea. Maybe it was a paradox that 
a luxury service might go over at a time when people 
were strapped for money; on the other hand, mothers 
who previously took leisure for granted were either 
working, or trying to find work, which was even 
more time-consuming. 


Six months later, Dy-Dee Wash, Inc., opened for 
business with Mr. Lau as president and Mrs. Lau 
a member of the board of directors. They had six 
employees and seven customers. In 1933, not being 
personally interested in expansion, they sold their 
first franchise, for $150, to two young roommates who 
had college degrees, good family connections on 
Philadelphia; austere Main Line, and no prospects of 
employment. 


P. H. Foot, Cornell ’32, and T. J. Skillman, Jr., 
Princeton ’31, armed with Dy-Dee’s secret scientific 













One of the major contributions of the dia- 
per service industry to babies’ health and 
welfare is the scientific process evolved— 
and continuously checked for possible im- 
provement is the protection against diaper 
rash caused by bacteria or irritating soap 
residue. The technician is testing the final 
rinse water for absence of soap residue, 
and the correct degree of neutralization. 


and hygienic washing formula—which had been ob- 
tained from a large Chicago hospital—opened for 
business in Narbeth, Pa. They knew only one thing 
for sure: one of them was going to have to always 
be the washman, because they had sworn not to 
reveal the secret formula. Within six months, they 
had gained 75 customers and lost 20 pounds each. 


Currently 1,000,000 babies are customers of diaper 
services throughout the U.S., and there are services 
in Hawaii, Alaska, Puerto Rico, Canada, Cuba, Eng- 
land, France, Germany, and other European countries. 
In this country, diaper service has jumped in dollar 
stature to more than $50,000,000 annually. 


From the beginning, the Laus thought: of their - 
service as allied with the medical profession rather 
than the laundry business. Some laundries did wash 
diapers (as part of the family bundle, and in order 
not to lose that business), but with no special care 
or concern. 


Diapers, of course, are subjected to a special kind 
of soil which provides ideal conditions for the growth 
of pathogenic bacteria. There was little information 
in the 30’s on how to handle this soil. Even hospital 
laundries lacked know-how, and relied on autoclaving 
to kill any live microorganisms after the washing 
process, caring little for softness or freedom from 
irritating detergents in the finishing. 


That the Laus’ approach was becoming known is evi- 
dent from a comment in the Chicago Medical Society 












Large automatic washers, left, handle the 81-minute washing 
process at very high temperatures. Control of the water level, 
temperature, time, and ingredients used in the sudsing, bleach- 
ing, antiseptic, souring and textile softening procedures is rigid 
and constant. The machine on the right is an automatic extractor, 


Bulletin of August 4, 1934: “From the beginning they 
sought medical advice in an effort to make this 
service hygienically sound, and as near foolproof as 
possible. Physicians became aware that Dy-Dee 
Wash saved them a great deal of time. Where the 
service was used, they were not called upon to diag- 
nose diaper rash and tell the mother to have the 
diapers washed and rinsed properly.” 


Still, the thought was never out of mind that poorly 
controlled washing of diapers could lead to epidemics 
or serious cases of diaper rash which could put 
an operator out of business. (Conversely, it could 
help put one into business. A Chicago hospital 
started using the service in 1932, during an outbreak 
of impetigo in its nursery, has been a customer 
ever since, and has had no crises traceable to diapers.) 


Early in its history, Dy-Dee Wash had its own 
medical staff, who served as consultants: Josiah 
Moore, M.D., of Chicago’s Moore Clinical Laboratory ; 
the late Francis Sinear, M.D., Chicago dermatologist; 
the late William Blumgren, M.D., Chicago general 
practitioner who had a large obstetrical and pedi- 
atric practice; and John S. McDavid, M.D., Oak 
Park, IIl., pediatrician. 


In 1939, the National Institute of Diaper Services, 
Inc. was organized and the Usona Bio-Chemical Labo- 
ratories, of Philadelphia, which had been recom- 
mended by the American Medical Association, was 
given the job of finding out how the industry should 
process diapers. (Dy-Dee Wash continued its local 
setup until 1952, when it joined the Institute.) 


Tests in the laboratories—quite different, of course, 
from operations on a commercial basis—had to be 
standardized. It wasn’t until November, 1944, that 
the Institute set up a regular monthly test program 
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mes ee. 

which squeezes the water out of the diapers before they go into 
the drying machines. Workers, who receive regular physical 
checkups, know sample diapers will be picked at random for 
testing by the National Institute of Diaper Services, and are 
proud of maintaining a high standard. 


for the entire membership, under which members 
must periodically submit sample diapers. 


The laboratories test four patches, each four 
square inches, cut from the center of the sample, 
for intestinal bacteria, respiratory or skin bacteria, 
and non-pathogenic air group bacteria. (Air group 
bacteria are referred to as “soil bacteria” elsewhere, 
but the Institute changed the term because “soil” 
has a special meaning in the industry.) If any bac- 
teria of the first two groups is found, the diaper 
will not be passed. 


While the early records were good in terms of 
home washing standards, they were poor in terms 
of present membership performance. Besides learn- 
ing how to control a host of variables which would 
permit recontamination, the membership was plagued 
with shortages of all kinds. Some members couldn’t 
provide enough superheated water to do a proper 
wash job; others couldn’t obtain enough bleach for 
proper germicidal action. There was always the 
chance that a girl in the packaging room would 
sneeze over a load of clean diapers. The member 
had his headaches learning the essentials of plant 
control. A member would get involved and forget 
to send in a sample diaper. There would be losses 
of samples in the mail. 


The Institute licked most of these problems with 
a reminder system in the form of a specially printed 
envelope coded to show the date the sample was due 
at the laboratory. It also embarked on a continuing 
educational program with newsletters carrying ar- 
ticles on such subjects as sources of contamination, 
insect control, dust control, sneezing in the plant, 
spores and the difficulty of killing them, viruses, 
mildew, and the importance of keeping soiled diapers 
away from the clean ones. 


@ae0naaananaaagaaeeaeaaaeea3qa3Qa34ag4@a@aac@ano equa qa@aanq@aqae@q@eo@@enee@23@ao@@e2e2@e2@e2@2@2@224244@ 





“3 
Diaper services select diaper cloths after rigid tests of many 
types of weaves by independent textile testing firms. Here, 


cloths are being tested by the grab method with a Scott tester 
at the Philadelphia Textile Institute. 


A member whose monthly diaper samples don’t 
measure up to rigid standards must submit repeat 
diapers-until he proves he has found and eliminated 
the source of the trouble. How well these trouble 
spots have been eliminated is demonstrated by the 
calibre of the competition for the annual award for 
the best record in the washroom, a plaque established 
by the Dy-Dee Wash of Buffalo, N.Y., three years ago. 


At the Institute’s 21st annual convention in Miami 
Beach, Fla. last April, a large segment of the mem- 
bership was considered, all of whom had no sanitary 
score of less than 100, and whose pH and zone inhibi- 
tion readings were within the ideal range. The winner 
was chosen on fractional points. 


Prior to 1940, diaper services used no antiseptics. 
In 1948, the Institute set up an antiseptic control plan 
































now used by the entire membership. The plan is based 
on a study initiated by the Institute and carried out 
by Claude P. Brown, M.D., president and medical direc- 
tor, and Frederic H. Wilson, MT, assistant director of 
Usona Bio-Chemical Laboratories. Reporting on the 
biological and chemical control of ammonia diaper 
rash in the Journal of Pediatrics, they stated that 
phenylmercuric acetate, known as P.M.A.S., was found 
to be the best antiseptic, being most effective in in- 
activating urease so that the decomposition of» urea to 
ammonia was inhibited. 


Reuel A. Benson, M.D., department of pediatrics, 
New York Medical College, and his co-workers, Carl 
A. Lawrence, Ph.D., Los Angeles County Health De- 
partment, and Leonard Chavkin, M.S., College of 
Pharmacy, Columbia University, at the request of the 
Diaper Institute, compared a series of. 100 diapers 
washed with the usual home method and another 100 
washed commercially, and reported in the Archives of 
Pediatrics that “in the home-laundered diapers, seven 
showed the.presence of coliform organisms; 72 were 
found to harbor bacteria ranging in number from 
2,000 to 39,000,000 per fabric; two showed the pres- 
ence of urea-splitting bacteria; 16 were found to con- 
tain soap or detergent; 74 were entirely devoid of 
residual antiseptic properties. 


“Of the commercially washed diapers,” they stated 
none was found to contain coliform or urea-splitting 
bacteria; none contained residual soap or detergent, ' 
and all were found to have retained the antiseptic 
used in the final rinse to prevent ammonia derma- ' 
titis.” 

Early in 1955, experimental work was undertaken 
in thé use of an anti-enzyme treatment to further 
prevent diaper rash and odor. Tests showed that 
babies wearing diapers treated with OdorBloc 
showed a definitely lower pH both of the skin sur- 
face and of the urine-soiled diaper, and virtually no 
diaper odor was present. 


The wash formula check sheet of Dy-Dee Wash, 
reprinted below, is typical of those used by members 
of the Institute. 


Following the automatic extraction of 
water, diapers are fluff-dried in spinning 
tumblers where fresh air is heated to 325 
degrees. Only one batch is handled at a 
time, to insure the customers getting back 
the same diapers after each washing. 
Some 4,000 U.S. hospitals use diaper serv- 
ices. Those who prefer to wash their own, 
can get the help of any Institute member 
in establishing proper formulas and tech- 
nics. 








WASH FORMULA CHECK SHEET 


Water Tempera- Min- 
Operation Level tyre utes Supplies 
i—Ist Prerinse 14" 110° 2 O&W (clay product to 
dissolve baby oils 
and ointments) 
2—2nd Prerinse 14" 125° 2 
3—Ist Suds .. 145° 10 Soap (92% titer) 
Ortho Silicate 
4—Rinse 14" 160° a — 
5—2nd Suds 9" 165° 6 Ortho, Soap 
6—3rd Suds i 165° 6 Additional Soap 
(as needed to keep 
running suds) 

7—Sterilizing . 150/165° 10 Bleach 

Suds Calgon (to regenerate 

soap) 

8—Ist Rinse 14" 170° 4 mamas 
9—2nd Rinse 14" 170° & ee 
10—3rd Rinse 14" 155° a — 
11—4th Rinse 14" 140° 4 — 
12—5th Rinse 14" 120° 4 Hypo Sodium (to elim- 


inate all traces of 


bleach in fibers) 


13—éth Rinse 14" 110° 5 Bluing 

with bluing 
14—Antiseptic 

Treatment 
a) Souring - 105° 2 Zinc Silico Floride 

plus 
b) Anti-enzyme 9" 105° 7 Anti-enzyme plus textile 
softener 

c) P.M.AS. 5” 105° 7 P.M.A.S. 1:4000 solution 


Following the 81-minute washing process at very 
high water temperatures, water is automatically 
extracted and the diapers are fluff-dried in spinning 
tumblers where fresh air is heated to an inlet tem- 
perature of 325 degrees. 


Clean diapers are inspected, folded, counted, and 
wrapped. The mother gets back the same diapers 
each time, which seems to enhance her sense of 
security. Diapers which are stained or torn are 
put on the top of the bundle and pinned with a blue 
disc indicating replacements must be made before 
the bundle is wrapped, sealed, returned to the net 
bag, and secured with the customer’s identifying 
oversized safety pin. 


Some diaper services have a Baby Care Counsellor, 
a woman with nursing, social service, or teaching 
background prerequisites, to give customers advice 
on baby guidance and hygiene. Some have pre- 
natal classes for expectant fathers. 


, 


“All our members,” says Mr. Lau. “are more than 
willing to help a hospital which wints to improve 
its own washing standards. We have helped various 
hospitals establish technics and formulas. and we 
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point out the dangers of any control that falls even 
a fraction below our own standards. 





An expert inspector, above, scrutinizes each diaper before the 
bundle goes to the packaging department. Any which are stained 
or torn are put on top and pinned with a blue disc indicating 
replacements are needed... Below, women fold, wrap and seal 
bundles, which are returned to the customer's net bag, identified 
by her personal oversized safety pin. 


“The fact that the anti-enzyme may affect the 
tensile strength of the diaper and so increase costs, 
is not of primary importance. But the fact that the 
textile. softeners, as used, are to prevent or reduce 
the possibility of mechanical diaper rash, and unless 
very carefully controlled can render a diaper water- 
repellant is of very primary importance indeed!” 


Over 4,000 hospitals in the U.S., however, prefer 
to use diaper services for their nursery units. 


“Most members of our Institute charge hospitals 
only the labor and physical cost of washing diapers,” 
says Warren Lau, son of the founders, and vice- 
president of Chicago’s Dy-Dee Wash and Wee Folks, 
and Evanston’s Baby’s Valet. “It’s to our mutual 
advantage to cooperate this way. We enjoy the 
prestige and customer follow-up inherent in serving 
hospitals, and the hospitals save not only on the 
cost of equipment, material and labor, but the con- 
sistent laboratory research and testing which are 
the keystone of our industry.” 
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Adequate Incubators for the 


Less Adequate Preemie 


By Carl |. Flath* 


e Of all factors contributing to the dramatic lowering 
of neonatal morbidity and mortality, none have played 
a more important part than the technical refinements 
and versatility that can today be found in mechanical 
apparatus designed to assist the newborn infant during 
the first hours or days following delivery. 


In recent years the roles of optimum environmental 
temperature and humidity, supplementation of oxy- 
gen, and administration of aerosolized medication and 
detergents have become well established in the medi- 
cal armamentarium for care of the newborn. 


Yet, if maximum benefits are to be achieved from 
these technics, equipment for their application and 
control must be judiciously selected in the first in- 
stance, correctly used from hour to hour, and then 
maintained in perfect operating condition. 

Despite the pleas of safety councils, recommenda- 
tions of the American Academy of Pediatrics, threats 
by the Joint Commission on Accreditation of Hospi- 
tals, and state licensing agencies — and the ready avail- 
ability of efficient, safe mechanical devices for aiding 
the premature — hundreds of hospitals are still using 
makeshift equipment in delivery rooms, operating 
rooms, and nurseries. 


Incubators for the newborn have functions to per- 
form under variable circumstances in different loca- 
tions. Because of this, it cannot be said that there is 
one best incubator. Some features and functions are 
paramount in the delivery room or operating room. 
Other essential characteristics, not so important at 
this time, become indispensable later when prematyres’ 
physiological requirements or anatomical under-devel- 
opment must be supported over an extended period. 


FOR THE DELIVERY ROOM 


Here, not only is the welfare of the premature or full- 
term baby important, but also the physical safety of 
everyone in the delivery room is at stake. Therefore, 
some absolute requisites are an explosion-proof (Un- 
derwriters’ approved) heating element, safety-sealed 
motorized moving parts, conductive mattress cover and 
casters. Once these requirements of safety have been 
met, we can think of other essential characteristics, 
such as: 
1. Absolute control of oxygen concentration at 40 
percent maximum (except for manual flush of 
higher concentration to meet an emergency). 


* Associate Consultant, John G. Steinle and Associates, Garden City, N. Y. 


Oxygen concentration in the incubator should 
be double-checked regularly by means of a sec- 
ondary instrument for the purpose.** 

2. Tilt-mattress, for Trendelenburg positions. 

3. Accurate, automatic temperature control. 
Rugged, safe construction to permit wheeling to 
nursery so that there will be no interruption of 
supplemental oxygen, humidity or warmth — 
even for a few minutes. 

5. Unimpeded vision from sides and top of canopy. 

6. Accurate humidity control to provide at least 80 
percent relative humidity. 

7. High grade, easy-to-read thermometer in both 
Fahrenheit and Centigrade. 

8. Full opening top or side of canopy, or removable 
canopy, to allow manual care or examination of, 
infant and ease of cleaning and sterilizing after 
every use. 

. Easy-toread, easy-to-understand operating in- 
structions plainly and permanently attached on 
the exterior of incubator. 


-- FOR THE PREMATURE NURSERY 


Here our concern is exclusively the welfare of the 
premature in terms of (a) saving its life, (b) insuring 
that no untoward (and for the moment, undetectable) 
injury occurs that will handicap the baby in later life. 
With these concerns there can be no compromise in 
either dollars or technic. 


The needs of some prematures are greater than 
others. Therefore, if a nursery must, limit itself to a 
single incubator, it should be an “all-demand unit.” 
It should incorporate every mechanical and physical 
feature that has even a remote chance of contributing 
in any degree to survival of the least self-sufficient 
premature ever to enter the nursery. 





**Prevention of retrolental fibroplasia and its complications is gairly as- 
sured when administration of oxygen for prolonged periods is held to con- 
centrations of 40 percent or less, especially for infants weighing under five 
pounds. To achieve this assurance, oxygen concentration within the incu- 
bator must be analyzed at least every four hours, even after it has been 
stabilized. Do not depend on an arbitrary rate of flow as indicaed by 
(often faulty) flow meters . . . To stabilize, use an accurate (frequently 
checked) oxygen analyzer; place the withdrawal tube near the infant’s 
head; withdraw and test samples at one minute intervals when oxygen is 
first started, and adjust rate of flow until concentration reaches desired 
level and holds for ten minutes. Then re-test concentrations every four 
hours as long as O2 administration continues. Because of lack of con- 
stancy in flow meters, tank pressures, conditions within the incubators, 
etc. there can be no compromise with interval testing of O2 concentrations 
if the premature is to be accorded maximum protection against the 
dangers of retrolental fibroplasia. 
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That means a unit incorporating: 


1. 


or 


6. 


10. 


ll. 


12. 


ld. 


A safety-sealed, adequately shielded heating de- 
vice. 

Variable humidity control that will give satura- 
tions up to 80 or 85 percent. 


Automatic, accurate temperature control. 


Oxygen in-put control that will not allow con- 
-entrations above 40 percent (except for tem- 
porary, emergency manual clevation of O, con- 
centration). 

Transparent canopy, so that baby is fully visible 
at all times. 

Self-closing, arm-port service opening (four). 
Easily removable canopy -to allow full exposure 
of baby, and ease of cleaning and sterilizing in- 
terior of canopy after each use. 

Both Fahrenheit and Centigrade, easy-to-read 
thermometers. 

Top-ol-canopy scale, so infant can be. weighed 
without breaking temperature, humidity or oxy- 
gen concentrations. 


Closable aperture to permit introduction olf 
parenteral tube, O, sampling tube, etc. 


Attachment to permit nebulizing medications, 
liquid detergents, etc., or to saturate the interior 
air with humidity. 


Tilt feature under mattress to allow varying 
degrees of Trendelenburg. 


All major mechanical elements (such as. heat- 
ing) self-contained, and so constructed as to per: 
mit quick, easy replacement with a spare. 
Incubator readily removable from its stand to 
allow carrying or transporting by car outside the 
hospital. 

Stand of such height as to assure arm-port being 
at easy work level for nurses of average height. 
Air vents so designed that they cannot be sealed 
off and prevent limited ventilation if oxygen 
flow is accidentally impeded. 

Stands equipped with easy-rolling casters; two 
should lock. 


18. Legible, easy-to-understand operating  instruc- 
tions, plainly and permanently affixed to the 
outside of the incubator. 


19. Efficient, easy-to-clean or replace, inlet filters. 


To supplement the basic “all-demand” unit, less 
expensive incubators, excluding features (6), (9), and 
(11) as numibered above, should suffice. Such units will 
‘meet the requirements of most prematures, including 
the little weaklings who have “graduated” from the 
basic ‘“‘all-demand” unit. Secondary units can be uti- 
lized to care for the more self-sufficient preemies, for 
whom it’s not so essential to maintain completely 


uninterrupted temperature, humidity and oxygen con- 


centrations. Thus, arm-ports may be eliminated in 
favor of full or partial opening sides or top of canopy. 


As with any other hospital equipment where inter- 
ruption of use might be translated into the loss of a 
human life, these factors are controlling: 


— Integrity of the manufacturer 


— Simplicity of operation from the standpoint of 
potential breakdown 


— Ease .of routine servicing by own staff 


— Availability of parts, and responsiveness of sup- 
plier-service in terms of major requirements. 


—STAFF TRAINING ESSENTIAL INGREDIENT 


An inept, untrained, indifferent staff can defeat the 
best conceived procedural standards and technical ad- 
vantages of good equipment. To prevent that possi- 
bility: 
— Adopt standard procedures for oxygen therapy 
for the newborn, based upon recommendations 
of the American Academy of Pediatrics 


— Conduct a continuing orientation and educational 
program on oxygen therapy for the newborn 
among obstetricians, pediatricians, and all per- 
sonnel of nurseries and delivery room, especially 
new employees. 


—Include in the educational program not only 
physiological considerations and correct operating 
technics, but also the more mundane but im- 
portant matters of proper cleaning and mainte- 
nance of the apparatus in perfect operating con- 
dition. 
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Check List for Complaints 


from Infant Nurseries 


By W. D. Snively, Jr., M.D.* 


Evansville, Indiana 


The followng article is reprinted by permission of the 
author and The Journal of the Student AMA, where it 
appeared in June, 1955. 


@ The use of check lists has become commonplace, par- 
ticularly when so many steps are involved in a given pro- 
cedure that the human mind is taxed to remember them 
all. The airline pilot has a complicated check list through 
which he proceeds methodically prior to take-off. The use 
of a check list, therefore, seems appropriate when the com- 
plex problem of the actual cause of a complaint from an 
infant nursery is to be investigated. 

In this paper, I’d like to present such a check list. 

When untoward symptoms develop in a hospital nursery, 
there appears to be a tendency to attribute these to what- 
ever formula the baby or babies concerned may be receiv- 
ing at the time. This is an unscientific and unfair practice 
since there ate many factors which may be responsible for 
outbreaks of diarrhea, loose stools, excoriated buttocks, 
vomiting, and the like. 

A suggested check list for the investigation of a given 
complaint follows. Naturally the approach will vary in ac- 
cordance with the complaint and other aspects of the situ- 
ation. The following step by step procedure may be regard- 
ed as a sort of all-inclusive program of investigation. 


Step I: Technic of Preparation— 


First, investigate the technic of preparation of the for- 
mulas. 

If terminal heating is employed, are the suggested treat- 
ments recommended by the American Hospital Associa- 
tion being observed? 

If non-pressure terminal heating is employed, is the for- 
mula being heated in a steam chamber or water bath at 
212 degrees F. for twenty-five minutes? 

If pressure terminal heating is employed, are the formu- 
las being autoclaved at 230 degrees F. for ten minutes? 

After terminal heating, are the formulas being cooled 
quickly to about 70 degrees F., and then stored in the re- 
frigerator at approximately 45 degrees F. until the time 
for use? 

If pressure terminal heating is being employed, are the 
criteria, time, and temperature being observed, rather than 
pressure? Pressure gauges in hospitals are sometimes in- 
accurate and may become stuck, thus giving misleading 
readings. 

If the sterile technic is employed for the preparation of 
formulas, are all articles to be used sterilized by an ap- 
proved method? 


*Dr. Snively is Vice President, Medical Director of the Mead Johnson 
and Company. 


Are all precautions taken to protect sterilized imple- 
ments and the formula during the course of preparation? , 

Are the cans of evaporated milk or the ready prepared 
formulas cleaned before being opened? 

Is boiled water being used with the ready prepared 
formulas or the evaporated milk and carbohydrate? 

Are the formulas stored in the refrigerator until time 
for use? 

Breaks in the formula preparation technic are frequent- 
ly responsible for untoward symptoms in nurseries. 


Step II: Ingredients of Formula— 


The investigator should next be interested in ingredients 
that go into the formula. 

Are the proper dilutions of the formula products being 
used? 7 

Is the formula too concentrated or too dilute? 

Is the water employed for use in the formula of such 
high mineral content that it might cause diarrhea or loose 
stools? Complaints sometimes arise in areas of drought. 
In times of drought, water becomes concentrated and the 
concentration of electrolytes may become excessive. In 
such instances, changing to distilled water has resulted 
in a disappearance of the, diarrhea, loose stools, or other 
untoward symptoms. 


Step III: Feeding the Baby— 


Are the mechanics of infant feeding being properly car- 
ried‘ out? 

Is the hole in the nipple large enough so that the baby 
can obtain the formula without too vigorous sucking? 

Is the baby being held in the proper position so that he 
does not suck air? 

Are the bottles being propped? (This is an inexcusable 
practice). 

Are modern nursing bottles permitting baby to take 
formula without sucking air being employed? 

Are the personnel responsible for feeding the babies ex- 
perienced so that they neither overfeed or underfeed the 
baby? 

Are there sufficient nurses to properly feed the baby? 

Is the baby being forced to conform to a too-rigid sched- 
ule regarding feeding intervals, period with bottle and 
quantity of formula in bottle? 


Step IV: Incidence of Disease— 


Is there respiratory infection in the nursery? Frequent- 
ly, respiratory infection may cause gastrointestinal symp- 
toms such as loose stools or vomiting. This may occur 
even though the baby’s respiratory infection has not yet 
been diagnosed. 
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Is there intestinal infection in the nursery? When in- 
testinal infection is epidemic all the babies in the nursery 
may have diarrhea even though they are receiving several 
different formulas. If epidemic disease is present, it is ob- 
viously foolish to blame the formula. 

Is there an epidemic of an epidemic disease in town? 
For example, is so-called intestinal influenza prevalent? If 
so, babies in the nursery may be suffering from this con- 
dition rather than from something amiss with the formula. 

In case of a serious outbreak of disease, a careful bac- 
teriologic investigation should be carried out by compe- 
tent individuals. Rectal swabs can be taken on babies to 
identify organisms responsible. In addition, swabs may be 
taken from the environment of the nursery, including 
sinks, cribs, wash water, floors and nurses’ hands. In some 
cases, it is advisable to take rectal swabs from nurses and 
all members of the staff who had direct contact with the 
infants, their food, or laundry. 


Step V: Care of Buttocks— 


How frequently are the diapers being changed? It 
should be recalled that stools contain active enzymes— 
protein-digesting, fat-digesting, and carbohydrate-digest- 
ing enzymes which actually digest the baby’s skin if they 
are permitted to remain in contact with it for any period 
of time. Therefore, one should inquire as to whether the 
diapers are being changed with sufficient frequency. Urine 
that remains in diapers is changed in part to ammonia 
and this substance causes burning and excoriation. 

How are the baby’s buttocks being cleaned when there is 
a soiled diaper? The baby’s skin is tender and rubbing 
quickly causes irritation. 

How many babies does each nurse have assigned to her? 
If she has more than ten, she may not be able to devote 
sufficient time to the babies. 

Are the diapers being washed in detergents and then 
not being adequately rinsed? Various conditions, particu- 
larly perianal dermatitis, may be caused by detergents re- 
maining in the diapers. Sometimes the use of disposable 
diapers clears up this condition. In this connection, it 
should be recalled that there is little relationship between 
the type of formula and the incidence of excoriated but- 
tocks. The following quotation from Grossman, L.: A New 
Specific Treatment for Perianal Dermatitis, Archives of 
Pediatrics, 71: 173-179, June, 1954, is germane to this sub- 
ject: 

“The type of feeding does not seem to have any 
marked relationship to the dermatitis. Change in the feed- 
ing formula from evaporated milk to homogenized whole 
milk has been shown to be ineffective in preventing perian- 
al dermatitis. Pratt reported only an eight percent drop in 
incidence by prescribing lactose in place of Dextri- 
Maltose in a‘formula of cow’s milk and water fed to 253 
white infants. Hatfield, Simpson and Jackson, in a study 
of 180 healthy newborns fed various evaporated milk for- 
mulas, cow’s milk formulas, and human milk with water 
and Dextri-Maltose added for equal caloric content ob- 
served: “It is our opinion that the low incidence of irrita- 
tion of the buttocks noted in the out-patient group was 


due to the meticulous diaper care by the mothers.” 

“A popular hypothesis for the cause of perianal derma- 
titis in children and adults, following oral antibiotics, is 
overgrowth of monilia organisms in the intestinal tract. 
In their recent study’ of over 300 patients with perianal 
inflammations following oral antibiotic therapy, Manheim 
and Alexander point out ‘Inasmuch as exacerbations occur 
for such long periods of time, we must conclude that other 
factors are contributing to the prolongation of the condi- 
tion. The most striking characteristics of this syndrome 
are its tendency to recur and its tenacity ... This has 
constituted a therapeutic problem of great magnitude.’ 

“We have suggested that in diarrhea and loose stools 
following oral antibiotics and transitional stools of the 
newborn, there is an altered enzymatic composition which 
produces an irritating effect on the sensitive skin around 
the anus. This then goes on to erythema, desquamation, 
and ulceration. Secondary infection may further aggra- 
vate the rash.” 


Step VI: Formula— 


The formula itself should be investigated. It should be 
determined whether fhe formula, particularly if it was a 
liquid formula, has a peculiar color, odor, or consistency 
when poured from the can. 

Was there any bulging in the can? 

Did any of the cans, either those used or those in the 
same case, show evidence of rough handling in transit? 
Sometimes rough handling causes microscopic breaks in 
the can with entry of germs and either bulging or spoilage 
without bulging of the can. (“Flat Sour.’’) 

Powdered formulas should be examined for color, odor, 
and consistency. Cans of evaporated milk should be 
checked in the manner similar to that employed for canned 
liquid formulas. The sales representative of the company 
manufacturing the formula product in question should be 
contacted. He will be glad to send in cans from the cases 
of formula in question to the company laboratories for 
careful and impartial examinations being both exhaustive 
and impartial. 

Even when there is more than a reasonable doubt that 
the formula product might have been involved, most com- 
panies would desire that you submit it to them for exam- 
ination. 





SUMMARY 


Every complaint stemming from an infant nursery 
should be investigated thoroughly from the standpoint of 
the technic of preparation of formula, ingredients of for- 
mula, mechanics of feeding the baby, incidence of disease, 
care of buttocks, and the formula itself. 

The benefits of a thorough investigation are many. In- 
judicious practices may be uncovered. Personnel who are 
weak links in the chain of sound nursery procedures may 
have their breaks in technic corrected. Greater alertness on 
the part of nursery personnel will be favored. Defective 
products can be discovered. In short, the “stumbling block” 
of the complaint can well be converted to a “stepping 
stone” of better service. 
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Remodeled Nursery Provides More Room, 
Greater Safety for Infants 


Below: Portion of the floor plan, showing (A) the premature nursery 
area; (B) the chart room with (C) the charts and (D) the window over- 
looking the nursery. Doctors scrub and don gowns (G) then enter the 
examining area (E). (F) is the window where babies are placed. 





Below: Nurses place babies to be examined in the window between the 
nursery and the doctor’s examining area. Here Gerard N. Krost, Chair- 






Chief aim of remodeling the nursery at Chicago Wesley Memor- 

ial Hospital in 1955 was to achieve even greater isolation for the 

newborn and thus lessen the danger of outside infection. To 

accomplish this, one single point of contact between infants and 

doctors was established—the sterile examining area pictured’ 
below. 


Doctors scrub in the chart room, don a sterile gown, mask 
and cap, and enter the examining area. Infants are placed in 
the window between the sterile area and the nursery, and the 
glass separating the two rooms slides open. After each examina- 
tion the doctor scrubs at a sink, in the examining area. A different 
sterile stethoscope is used for each infant. 


Another important improvement was the addition of oxygen- 
suction-compressed air units, so placed that one is within easy 
reach of every bassinet. The staff members and the manu- 
facturer devised a unit to produce adequate “fog” humidity 
with the use of compressed air instead of dangerously high 
amounts of oxygen. 


A special formula and examining table, complete with built-in 
bathtub, was built inside the nursery for demanstrations of 
proper care of the newborn. New mothers, medical students, 
and student nurses can sit in the corridor outside and watch 
the instructors give the demonstrations. A two-way communica- 
tion system enables the audience to listen to lectures and partic- 
ipate in question-and-answer periods. 


man Emeritus, Department of Pediatrics, examines an infant. Note glass 
windows between the two rooms. 


a A RI REL SENSO SE ELT TEE 


Below: One of the forms attached to each infant’s chart. Babies have 
completely separate forms and charts at Wesley, are regarded as regu- 
lar pediatric patients by the staff. 


CHICAGO WESLEY MEMORIAL HOSPITAL 
EMORY OF SL Like OLERING AND AO8T SEEEING HOWE 


CHICAGO 
NOURISHMENT CHART 





Above: Teaching area with special built-in table faces corridor 
where audience can sit and watch demonstrations on infant care. 
Nurses in this picture are using the oxygen suction unit described 
on page 89. 


Above: Nurses and doctors can look from the chart room directly into on the inside of the window, too, where doctors will be sure to see them 
the premature area of the nursery. Nurses frequently place messages before entering the examining area. 
90 
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Procedure for Circumcisions 


@ The following procedure for circumcisions is described 
in the handbook, Obstetrical Nursing Procedure, issued 
in 1953 by the George Washington University Hospital, 
Washington, D.C. The 90-page booklet covers every aspect 
of care given the mother and infant under the rooming-in 
plan, and issued to teach new nurses about the program 
and to establish standard safe practices in the obstetrics 
department. 


Preparation of Infant 


Chart is checked to see that permission for the opera- 
tion has been signed by a relative and witnessed by an 
intern or attending physician. The infant’s identification 
is checked by wrist beads and the card on the crib, and 
the infant is taken to the treatment room in the crib. 
He is never left alone on the circumcision board on the 
examining table. If the nurse must leave the room and 
tthe physician is not present, the infant and board are 
placed in the crib. 

Equipment 

These items are in the treatment room: circumcision 
board; Zephiran solution 1:1000: boat with sterile vaseline 
gauze; safety pins; tray; catgut (plain 000), needles, 
butterfly clamp (if needed); and gowns, caps, masks,,. 
sterile gloves, and sterile brushes. Other equipment in- 
cludes a sterile circumcision set; a boat with sharp in- 
struments, obtained from the nurses’ station, containing 
one Bell clamp, one scalpel, and one pair of scissors; and 
five diapers. 

Setting Up Tray 

Tray is placed on examining table. Then circumcision. 
set is placed on tray and double cover is opened for the 
sterile tray cover. Sterile pick-up forceps are used to 
remove towels, flats, and instrument from round basin. 
Zephiran 1:1000 is poured into small round basin to cover 
cotton balls. Sharp instruments and Bell clamp are re- 
moved from boat with pick-up forceps and placed on tray. 
Then vaseline gauze is taken from boat with forceps and 
placed on tray. Sterile towel is removed from can, and 
tray is covered. 

Restraining Infant 

Circumcision board is covered with a diaper. The plastic 
basket is pushed back, and the circumcision board placed 
on top of the bassinet cabinet. Two diapers, folded length- 
wise, are placed under circumcision board. The infant’s 
diaper is removed and he is placed on the circumcision 
board. The top diaper is wrapped securely around the 
infant’s chest and pinned on the side, The bottom diaper 
is wrapped around the infant’s legs and pinned on the 
side. If a split board is used, each leg is strapped 
separately. 


(Abstract of a talk at the 1958 Illinois Congress on Maternal 
and Infant Care, held in Peoria) 


Handwashing for Nurses Stressed 
To Combat Nursery Infections 


Leaving Vernix on Body Protects Baby, 

Prevents Growth of Organisms 

About 80 percent of hospital personnel can be pre- 

sumed to be carriers of staphylococcal infections. 
The widespread use of aseptic technics and anti- 

biotics has cut down the incidence of staphylococcal 

infections in the hospital nursery; now these infec- 


After-Care of Infant 


Diapers are unpinned, infant is removed from circum- 
cision board, placed in crib, and diaper is put on. He is 
covered with a blanket and returned to the nursery. 


After-Care of Equipment 
Soiled linen is placed in a Sanette can in the treatment 
room. Instruments, gloves, circumcision board, and brush 
are washed with soap and water, rinsed, and dried. Sharp, 
instruments and_ Bell clamp are put back in boat and_re- 
turned to nurses’ station. A clean sheet ‘is put on the 
examining table. Circumcision set, gloves, brush, and clean 
wrappers are returned to the supply room. 
Circumcision, time, and name of physician are recorded 
in therapy column on infant’s chart. 


After-Care of Circumcision 


Vaseline gauze is removed from the penis at the end 
of 24 hours. If dressing is adherent, it may be moistened 
with sterile water. If vaseline gauze slips off, it is re- 
placed with a gauze square to which boric acid ointment 
has been applied. Each time the infant’s diaper is changed, 
a fresh gauze square with boric acid ointment is put on 
the penis. 


RITUAL CIRCUMCISION 

Notice of ritual circumcision is posted several days in 

advance. The permission slip is to be signed by the father. 

Except for persons designated to take part in the ritual 

ceremony, visitors are not allowed to handle the baby. 

The infant is taken directly to the mother’s room from 
the circumcision room. 


Equipment 

The following equipment is taken to the circumcision , 
room before the infant is prepared: 

Ritual tray containing sterile solution bowl, two sterile 
towels, sterile instrument boat, sterile flats and cotton 
balls. 

Bottle of cetylcide. 

Six gowns, caps, and masks. 

One pair of sterile gloves. 

Equipment in the nursery includes: the circumcision 
board, six diapers, and safety pins. 


Preparation and Care of Infant 

Preparation (which is done in the nursery) is the same 
as for regular circumcision. A blanket is placed over the 
‘infant when he is carried to the circumcision room. The 
infant’s crib is taken to the mother’s room, where the 
baby is returned after the ritual. The gauze dressing is 
not removed until seen by the rabbi. After the dressing 
has been removed, the same procedure is followed as for 
regular circumcision. 


tions are spread mostly by personnel who pick up 
the bacteria from outside sources of infection. These 
sources include generalized septicemia, mastitis, men- 
ingitis, osteomyelitis, and skin pustules. 


The nurse has an important role in preventing in- 
fections. The head nurse should work with the staff 
to develop aseptic technics. An example of this is 
to set up a schedule determining who handles clean 
and soiled linen and how. 

Air-borne contamination and unwashed hands of 
nurses are the two most important factors in spread- 
ing infection. Nursery personnel must be well-trained. 








The importance of hand-washing cannot be stressed 
too much. 


Unfortunately, there is always a tendency to do 
something antiseptic for the baby. The best thing 
to do for the baby in regard to skin care is to leave 
him alone. The infant’s face should be clean and 
may be washed, but the vernix should remain on the 
body. It will disappear in 24 to 48 hours and, in the 
meantime, it will serve as a protective media that 
will prevent the growth of staphylococci. 


Babies will show symptoms about five days after 


Newborn Nursery Features 


‘Floating Babies’ 





exposure to staphylococcal infection (mothers, not for 
about 14 days). If skin pustules develop, the baby 
should be removed from the nursery and the causative 
organism determined as quickly as possible. 


Active treatment should be given to the pustules by 
applying a local antiseptic; one containing 50 percent 
alcohol is best. The baby should be treated generally 
with an antibiotic; penicillin may be used prophy- 
lactically.— Heyworth N. Sanford, M.D., professor of 
pediatrics, University of Illinois College of Medicine, 
Chicago. 





Babies are floating on clouds, and a fully loaded stork 
pops out of the walls of the newborn nursery at Bishop 
Clarkson Memorial Hospital, Omaha, Nebr. 


The wall murals, shown here, were specially designed 
and hand-painted in oils on a kind of canvas called “Sani- 
tas.” They are applied to the wall with wallpaper paste 
and can be scrubbed with soap or detergent and taken 
down and rehung, according to the artist, Dick Nell, New 
York City. 


Colors were selected to blend with the interior» The 
nursery walls are off-white with a slight pink tint. The 
clouds are blue, and the babies are blondes, brunettes, and 
redheads. 


The murals were the gift of Mrs. C. C. Criss, with the 
cooperation of Mrs. Joseph P. Muller, chairman, Ralph 
Redfield, and Robert Storz of the Clarkson Service League 
decorating committee. 
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Exchange Transfusions 


In the Newborn 


An approach to observation and treatment 
of infants with erythroblastosis 


By Irene F. Schinzel, R.N.* 


A staff of alert nurses plays an important role in the 
management of babies whose mothers have Rh nega- 
tive blood, as well as in the care of those who actu- 
ally have erythroblastosis fetalis, and require ex- 
change transfusions. 


Also, because of the possibility that erythroblastosis 
may be caused by a group incompatibility as well as 
an Rh incompatibility, it is necessary for the nurses 
in a newborn nursery to be on the alert for jaun- 
dice — in the first 48 hours in full term infants and 
in the first 5 days in premature infants —and to 
realize the importance of reporting it promptly. 


It is usually the nurse who is in a position to 
make this observation. She must be aware of all the 
implications of this condition, know the routines that 
have been set up to speed and facilitate the treat- 
ment of these babies, and know how to carry out the 
treatment before, during and after transfusion. 


At the Providence Lying-In Hospital a practical 
routine has been set up so that no time is lost if a 
baby needs treatment. 


*Head nurse of premature nursery, Providence (R.1.) Lying-In Hospital. 


Setup of exchange transfusion is shown 
immediately following operation. Note 
syringe attached with two 3-way stop- 
«cocks and tubing for waste blood. On 
table are basins, scissors, medicine glasses, 
and other required instruments. 


It is required that the blood group and Rh factor 
of all mothers be determined on the first visit to the 
clinic or the obstetrician. This data is kept in the 
hospital blood bank and also recorded on the book- 
ing card. 


When the mother is admitted to the hospital for 
delivery, this information is transferred to her chart, 
and is also put on the baby’s chart. In this way, the 
nurse who admits the baby to the nursery knows 
immediately the group and Rh factor of the mother. 
If the Rh factor is negative, an order for the baby’s 
blood group, Rh factor, hemoglobin and Coombs’ 
test is sent immediately to the laboratory. If the 
Coombs’ test is found to be positive, a bilirubin de- 
termination is done. 


Meanwhile the exchange transfusion team is 
alerted. This team evaluates the case and decides 
whether transfusioh is necessary immediately, or 
whether further study of the baby will be made with 
bilirubin determinations repeated every six hours. 


Until a transfusion is deemed unnecessary, or the 
baby is declared out of danger from kernicterus, the 
cord is kept moist with a warm, sterile saline dress- 
ing. Food is withheld until it is definitely decided 
that a transfusion will not be necessary. This is 
done to prevent vomiting with possible aspiration 
during the transfusion. 











The general appearance and condition of the baby 
are noted. The doctor will especially want to know 
about jaundice—the time of appearance and the 
intensity — and whether pallor, edema, or petechial 
spots are present. It is vitally important that jaun- 
dice be reported to the doctor as soon as possible. 


When it is decided that the baby is to have an 
exchange transfusion an incubator is prepared in 
the premature nursery. 


The transfusion is done in a special room. This 
is not a painful process, and the baby is usually kept 
‘quiet with a sugar nipple. The baby is kept warm, 
oxygen is administered, and the vital signs are 
checked during the procedure. 


One nurse is assigned to watch the baby and to 
record the amount of blood withdrawn and replaced, 
the venous pressure, and the time and dosage of 
calcium gluconate. Stimulant drugs and suction are 
always available. 


When the transfusion is completed the baby is 
sent to an incubator in the premature nursery, Oxy- 
gen is administered if necessary. 


If the plastic catheter has been left in the umbilical 
vein in anticipation of a possible second transfusion, 
a warm, sterile saline dressing is kept over the um- 
bilicus and care is taken not to dislodge the catheter. 


An antibiotic and oral calcium gluconate are usu- 
ally ordered. Small feedings of 5% dextrose and 
water are given every three or four hours until it is 
definitely decided that another transfusion will not 
be necessary. 


The baby is watched carefully for any increase in 
jaundice, any tenseness, convulsions, and shrill cry. 
The body temperature is checked every four hours, 
and the general activity and sucking reflex are noted. 
Bilirubin and hemoglobin are determined frequently 
on the doctor’s orders. 


Once the baby is pronounced out of danger, he is 
treated and fed as any normal infant would be. 


It is most helpful in a busy newborn nursery to 
have a sensible, workable routine with good coopera- 
tion between the medical, laboratory, and nursing 
staffs. In this way, babies are given adequate atten- 
tion, time is saved and, if a transfusion is necessary, 
it can be done while the baby is in the best possible 
condition. The importance of early recognition and 
reporting of jaundice cannot be over-emphasized. 

A summary of exchange transfusion equipment and 
procedure is presented below. 

PERSONNEL: 
2 doctors — scrubbed 


2 nurses — not scrubbed 
1 to care for baby and keep record 
1 to “float” 


ON STERILE TABLE 


4 drapes 

6 towels 

4 packages 3’ x 3” sponges 
cord set 


IN LINEN PACK 
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20 cc. Luer-lock syringes 
10 cc. Luer-lock syringes 
5 cc. syringe 

catheter basins 

large enamel tray 

double 3-way stop-cock with 
rubber tubing on each end 
metal disc 

small towel clips 
prep-sweep — 

plain forceps 


| 


IN AUTOCLAVED 


—a we hon 


PACK IN 


BLOOD BANK 


Allis clamp 

Kelly clamp 
mosquito clamps 
No. 3 knife handle 
blunt probe 

metal cannula 
centimeter rule 
pair scissors 

needle holder 

black silk suture 
small curved round needles 


ete et eet et et et Yt 


Ww 


pair gloves 
No. 18 needles 
No. 19 needles 


TO BE ADDED IN 
THE OPERATING 
ROOM WHEN TABLE 
IS SET UP FOR 

THE PROCEDURE 


NNN 


blood warmer 
thermometer for 
blood warmer 


OBTAINED IN 
BLOOD BANK 


EQUIPMENT NECESSARY IN THE ROOM 


0. with mask for baby 
suction 


heating pad 
circumcision board 
2 two-yard rolls 
sugar nipple 
stethoscope 
2 jars of sterile polyethylene feeding tubes 
1 jar of large size tubes 
1 of small size tubes 
2000 cc. warm sterile saline 
1000 cc. cold sterile water — for blood warmer 
10 ce. 10 percent calcium gluconate 
5 cc. heparin solution 
alcohol 
tincture of zephiran 


1 pint blood — ask the doctor which OBTAINED 
particular pint to get IN 
10 ce. blood neutralizer— (A and B substance) BLOOD 
IV Set made especially for blood warmer BANK 


DRUGS WHICH SHOULD BE CLOSELY AVAILABLE IN THE 
AREA 


1.M. Cortisone 
1.M. Digitoxin 
1.M. Penicillin (aqueous) 


1.M. Streptomycin 

1:1000 Adrenalin Solution 
Caffeine — Na Benzoate solution 
1.M. or IV Benadryl 


The baby’s nightgown, diaper, binder, and cord 
dressing should be removed. He should be placed 
on the circumcision board, with a covered heating 
pad, on low heat, under him. His legs should be 
bound to the board with a two-yard roll. The arms 
should be restrained by pinning the shift sleeves to 
the -sheet. His temperature should be taken just 
before the procedure, and immediately thereafter. He 





e& 
oe 
= 
oe 
eo 
o@ 
- 
a 
* 
Ls 
a 
* 
i 
a 
e 
® 
i 
a 
* 
* 
o 
a 
* 
* 
z 
4 
@ 
« 
* 
* 
% 
* 
e 
@ 
. 
: 
a 
+ 
. 
3 
4 
‘ 
‘ 
( 

( 

( 

{ 

| 

| 

| 


Settieerreerery: 





should be given O, by mask throughout the proce- 
dure. 


The premature nursery should be told, before the 
transfusion is started, that they will be getting the 
baby —so that an incubator can be warmed. 


How an exchange transfusion program 
proved feasible in a small hospital 


By Dorfetta Griffin, R.N.* 


The question of whether an exchange transfusion 
in the newborn could be done in any hospital at all, 
or whether it could be effective and life-saving only 
under very special conditions has been answered for 
me in detail during the past year and a half. 


Until December* 1957, I had been employed in a 
large city hospital. There, exchange transfusion was 
a procedure done without question whenever the 
situation presented itself. We even accepted many 
transfers from less well-equipped hospitals in other 
parts of the city. 


My present hospital is a small one and was a full 
sixty miles from the nearest exchange transfusion 
facility. The impact of being in a hospital without 
this capability did not strike me until we delivered 
the first infant in need of such attention. 


I recall beginning to see the hardships — especially 
financial —that are placed on families when the 


doctor says “Transfer this patient to another hos- ~ 


pital.” If, for example, a transfused baby were to 
remain in our hospital it would stay in the newborn 
nursery; but if it were transferred to another hospital 
it would be on a pediatric bed, which is more expen- 
sive for the family. In addition, the majority of 
hospital insurances do not cover a newborn infant 
until it reaches a certain age. I began to realize that, 
even though it means a little more work for the 
personnel involved, the concern that is saved the 
infant’s family makes it well worth the effort. 


My first encounter with this problem under the 
small hospital conditions came in early January, 1958. 
We delivered an Rh negative mother gravida 111, 
‘para 101, at 1:26 AM, thirty-six weeks gestation; a 
normal, premature male infant weighing four pounds 
and ten ounces. The saline titers that had been done 
on the patient were negative. Cord blood was sent 
to the laboratory the following morning for Rh and 
Coombs’ tests. The cord of the infant had been 
clamped and — most important — tied long. 


In the meantime, nursery personnel noted at 7 AM 
that the boy appeared slightly jaundiced; the Coombs’ 
was done, showing a positive Coombs’ and Rh. The 
attending doctor was called and given this report. 
He then ordered a cord bilirubin, and the result was 
4.6 percent. 


An exchange transfusion had never been done in 
this hospital, but the doctor asked if we had the 
necessary materials for carrying out such a procedure. 


*In charge of obstetrics, Indian River Memorial Hospital, Vero Beach, Fla. 


It was then that I became aware: I couldn't just go 
and get an “exchange” tray; I had to specify what 
I needed before any tray could be set up. 


With permission from the director of nurses, 
I took my problem to the supervisor of central supply 
and surgery — who told me to prepare a list of the 
things I needed, and said she would see to it that I 
had them. 


Another nurse in the OBD extended her help, 
and together we arrived at the following basic list: 


2 2 cc. syringes 
2 20 cc. syringes 
2 10 cc. syringes 
1 300 cc. basin 
1 100 cc. basin 
a test tubes 
Polyethylene tubing No. 20 
2 3-way stop-cocks with tubing for waste blood 
1 or 2 scissors 
medicine glass for prep solution 
1 metal ruler 
drape sheet 


This tray has been modified since our first transfu 
sion. It now includes the necessary materials tor 
cut down, because, in our first case, the blood had 
thrombosed in the umbilical vein and we were unable 
to use it — necessitating a cut down to transfuse the 
infant. Additions to the tray included the following: 


knife handle 

blades No. 15 

curved mosquito clamps 
-O black silk 
-O black silk 

small needle holder 


VweaNnN =< 


We have continued to do exchange transfusions’ 
when needed, and the procedure followed is outlined 
below. Needless to say, the doctor will order the 
transfusion when it is indicated, but the nurse should 
also familiarize herself with the tests to better under- 
stand their importance. 


PROCEDURE TO FOLLOW FOR AN EXCHANGE 
TRANSFUSION : 


Cord blood should be drawn at the time of delivery 
and sent to the laboratory for Rh and Coombs’ tests. 
Enough blood (7-10 cc.) should be drawn so that in 
the event of a positive Coombs’ test a cord bilirubin 
can be done. The accepted basis tor an exchange 
transfusion on an infant is a positive Coombs’ test 
and a bilirubin of 4.0 percent or more, and/or a 
hemoglobin of less than 13 grams. 


When the transfusion is ordered, the nurse will 
prepare a tray with the instruments, syringes, basins, 
etc., as indicated in the foregoing list. In addition, 
she should remember the following points: 


(1) Have adequate lighting (our transfusions have 
been done in the operating room). 


(2) If available, and easy to work with, a heated 
crib should be used. If heated crib is not available, 
hot water bottles and blankets may be used to insure 
the warmth of the infant. 


(3) To immobilize infant, use a circumcision board 
95 











Blood In Venous Pressure 





and wrap ace bandage around extremities, leaving 
umbilical vein easily accessible. 


(4) Fasten a stethoscope in place over cardiac region 
to enable the doctor to at any time listen to the 
heart beat without it being necessary to loosen re- 
straints. 


(5) Have oxygen supply present; also mask and 
tracheal catheter (woven French No. 10). 


(6) Have 10 cc. of calcium gluconate present: | cc. 
calcium gluconate is given following each 100 cc. 
of blood. 


(7) Have at least 25 cc. injectable normal saline in 
small basin already on the tray. 


(8) 1 cc. diluted heparin with 200 cc. normal saline 
in the large basin for rinsing the syringes used. 


(9) Merthiolate, or similar preparation, for surgi- 
cally preparing the area. 


(10) Test tubes — at least 4— to be sterile and avail- 
able for any type of test that may be ordered. 


(11) Basin for waste blood —any type, not neces- 
sarily sterile. 


(12) IV standard for blood. 


(13) Have some format for record to be kept during 
the transfusion (an example is shown in Figure 1). 
THE TRANSFUSION WILL PROCEED IN THE FOLLOWING 
MANNER: 

The doctor will wear gown and gloves. He will 
prepare the umbilical area and drape it with the 
drape sheet on the tray. He will thread the umbili- 
cal vein with the polyethylene tubing, connected to 
a stop-cock — which, in turn, is connected to a second 


Heart Rate 











Comments Figure 1: 


An example of the type of record which 
should be kept during an exchange trans- 


fusion. 


stop-cock. The first stop-cock is connected to the 
blood. The second is connected to tubing through 
which waste blood is discarded. 


The doctor will use the 20 cc. syringe and draw 
out 20 cc. of the infant’s blood. He will then discard 
this blood through the waste tubing. He will then 
shut off the waste valve, open the valve to the blood, 
and give 20 cc. of the new blood. 


When the doctor draws blood to be discarded, he 
will say “20 out” — or something to that effect. When 
he gives 20 cc. of blood, he will say “20 in.” Each 
time the doctor makes such a statement it should be 
recorded in order to keep an accurate tabulation ol 
the amount of blood given. 


A record of the heart beat should be kept; a fresh 
count should be taken every 10 minutes. throughout 
the procedure. 


The doctor will, at frequent intervals (about every 
40 cc. of blood exchange) inject approximately | cc. 
of normal saline to clear the tubing. He will then 
hold up the tubing and, with the sterile metal ruler, 


measure the venous pressure of the infant. 


The venous pressure should not exceed 8. If it 
does rise beyond this, the doctor will take out more 
blood than he injects until the venous pressure re- 
turns to normal. Nurse will record venous pressure 
when procedure is completed. 


The amount of blood exchanged depends upon the 
body weight of the infant. The amount is two and 
one-half times the total blood volume of the infant. 
The blood volume is figured by 80-100 cc. of blood 
per kilogram of body weight. 


When the exchange is completed, 75-80 percent 
of the infant’s blood will have been exchanged. 
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(Report on a discussion at the third Illinois Congress on Maternal 


and Infant Care, Springfield, February, 1959) 


Problem Clinic 


Panelists, Audience, Analyze History 
Of Erythroblastosis in Newborn Infant 


This is the fictitious story of a newborn child, 
born of an RH negative mother, who was under 
observation for six months, and whose pregnancy 
was without incident. The management of the 
case was in order, with only minor mistakes, 
mostly those of omission. 


It was recounted by moderator Alfred D. Biggs, 
M.D., Chicago, to panelists Paul A. Raber, M.D., 
Decatur; Ben E. Wagner, M.D., Berwyn; Mar- 
garet McDermott, R.N., Chicago; Sister Delphine, 
R.N., Alton; John H. Rendok, M.D., Springfield; 
and Antoinette Rajek, M.S.W., Chicago. The pan- 
elists answered questions directed to them by Dr. 
Biggs and the audience. 


Dr. Biggs: The attending physician in this case 
was called out of town just prior to the patient’s 
delivery, and her care turned over to a fellow 
physician. Her case history was not available at 
the hospital, where she delivered uneventfully at 
midnight. 


At 6 a.m., the nurse called the substitute doctor 
to report a slight case of jaundice. Two hours 
later the doctor examined the infant and confirmed 
her observations. However, since chemical analyses 
were not available at the hospital on Sunday, 
he decided to wait until the next day. 


When the child was 28 hours old, the doctor 
re-examined him, and found him deeply jaundiced, 
lethargic, and his spleen just palpable. At 10 
a.m. Thursday, an exchange transfusiom was ac- 
complished after some technical difficulties. The 
infant improved, but the leg in which the trans- 
fusion had been injected became gangrenous, 
necessitating amputation. He was discharged 28 
days later in good clinical condition. 


Now, should a titer determination have been 
made? 


Dr. Raber: In this case, yes. Ideally, more titers 
should be taken of primigravidae to indicate 
previous sensitivity. 


Q. Who should have been responsible for the 
transfer of the pre-natal record? 


Miss Mc Dermott: The nurse uses the pre-natal 
record as a key record in planning care. She 
should have noted its absence and notified her 
supervisor to get additional information. 


Q. Knowing he was dealing with an RH negative 
mother, what procedure should the doctor have 
followed? 


Dr. Raber: At the time of delivery, the obstetrician 
should have left’a four-to-six-inch length of umbil- 
ical cord for exchange transfusion, should it be 


indicated, and cord blood should have been sent 
to the laboratory for routine analysis. 


Q. What could the supervisor have done on Sun- 
day morning? 


Sister Delphine: Speaking for myself, I would have 
prodded the doctor into pediatric consultation, 
and investigated the availability of emergency lab 
work somewhere on Sunday. . 


Q. What is the prognosis of slight jaundice? 


Dr. Rendok: Two principal indications: very rap- 
idly rising serum bilirubin in the blood, and 
cardiac failure. 


Q. Does a negative Coombs test indicate an ex- 
change transfusion should not be given? 


Dr. Rendok: No. The gravity of the situation is 
indicated not only by a high serum bilirubin— 
the time required -to attain the high rates is 
extremely important. 


Q. What is the nurse’s responsibility in this situ- 
ation? 


Miss Mc Dermott: She should keep herself well 
informed of the infant’s condition and treatment, 
keep equipment ready in the delivery room and 
operating room. To create confidence, she should 
learn what the doctor is telling the mother, and 
support him. 


Q. What technic is suggested for the exchange 
transfusion, in which our doctor encountered me- 
chanical difficulties with the umbilical vein? 


Dr. Raber: Two main technics can be used after 
the shrinkage of the cord and collapse of the vein 
by getting under the skin. The saphenous vein 
in the lower extremity is used for injection, the 
radial artery in the opposite upper extremity for 
withdrawal. 


Q. What are the nurse’s responsibilities at the 
exchange? 


Miss Mc Dermott: She assists, and is responsible 
for observing the infant’s responses. She sees that 
oxygen and suction equipment are available, and 
keeps a tally of exchange volume and drugs used. 
Following transfusion, she tabs the crib for fre- 
quent observation by the rest of the staff. 


Q. How was the patient sensitized? 


Dr. Wagner: We don’t know how, we just know 
she was. She should have been told of her con- 
dition and its eventualities to avoid uncertainty 
and apprehensiveness. Had she been so told, she 
could have relayed this information to the sub- 
stitute physician and trouble could have been 
avoided. 


Q Could social service have helped? 


Miss Rajek: This patient was not very well known, 
and the birth of her child was handled by 








rs 


strangers. Had social service been brought in, it 
could have played a supportive role. In this case, 
the role has been unhappily enlarged into exten- 
sive, long-range planning for a handicapped child. 
Q. What is the medical definition of erythroblasto- 
sis, from which this infant suffered? 

Dr. Raber: The RH factor is one which is present 
in the red blood cells of 85 percent of the popula- 


tion; the other 15 percent do not have it, being 
RH _ negative. RH negative mothers sometimes 
have babies who are RH positive. In some way, 
the fetus’ cells get into the mother’s bloodstream, 
which develops antibodies against their antigen 
RH factor. Such antibodies come back through 
the placenta, and destroy the baby’s red cells, 
causing anemia and further complications. 


Newer Concepts Of Infant Resuscitation 


By Roy F. Goddard, M.D. 
James Clark, P.E. 
V. Ray Bennett, B.S. 


Lovelace Foundation for Medical Education and Research 


Departments of Pediatrics and Engineering, Albuquerque, N. Mex. 


NEW approach to the problem of infant resuscitation, 
A using accurately controlled intermittent positive 
pressure, so far has given very satisfactory results. The 
resuscitator developed in these studies (Goddard-Bennett- 
Lovelace Infant Resuscitator) seems to achieve safely the 
expansion of the atelectatic lung of the newborn, while 
supplying adequate oxygenation. 

The urgent need for development of more effective 
resuscitation methods has long been known. Roughly 35 
percent of all infant deaths during the first year occur 
in the first 24-hour period. When today’s leading causes 
of death in the neonatal period are examined, if becomes 
evident that anoxia and pulmonary pathology constitute 


At 1954 AMA convention in San Francisco, Dr. Goddard (second 
from |.) demonstrates Goddard-Bennett Lovelace infant resuscitator 
for Richard Rogers, M.D. (I.), Tampa (Fla.) Municipal Hospital, 


greater than 50 percent of the causes of death in this 
period. These two conditions are the most responsive to 
resuscitative measures. 

Babies requiring resuscitation fall into three categories: 

1, The baby who exerts no respiratory effort at birth 
and requires expansion of unexpanded lungs and thoracic 
cage to initiate respiration, or is unable to expand his 
lungs by his own effort. 

2. The baby who breathes spontaneously, but does not 
do well and usually has partial atelectasis. 

3. The anoxic baby who benefits by the administration 
of oxygen. 

The greatest challenge today in infant resuscitation is 


and Robin P, Michaelson, M.D., Stanford University Hospital, 
San Francisco. V. Ray Bennett (second from r.) helped develop 
resuscitator. Exhibit won honorable mention. 
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expansion of the unexpanded lungs in the infant who 
exerts no respiratory effort at birth, or is unable by his 
own effort to expand his lungs. Aid to the infant who has 
breathed spontaneously, but has partial atelectasis and 
respiratory distress, is also a difficult problem. 


Wilson and Farber demonstrated in 1933 that positive 
air pressures greater than 25 cm. of water are necessary 
to expand the lungs of newborn infants. Smith and Chis- 
holm reiterated in 1942 that pressures of 20 to 30 cm. 
of water are required to overcome the factors resisting 
the expansion of the human lung at birth, and that the 
newborn infant, in struggling for a breath, can produce 
inflating pressures in excess of 40 cm, of water. Although 
the pressure necessary to expand the lungs and that which 
the newborn infant himself exerts may be a pressure con- 
dition of a different nature, it still appears justifiable to 
approach the levels which the infant himself creates. 

In 1952, Richard Day, M.D., seeking an answer to this 
problem, postulated that (1) injury to a lung arises from 
distention, not from pressure; (2) distention is propor- 
tional to pressure as well as to time the pressure is ex- 
erted; and (3) therefore, pressures applied for short inter- 


FFECT OF POSITIVE PRESSURES ON THE LUNGS OF NEWBORNS 
TIME: 0.2 $@C. 


RUPTURE 
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vals are probably safe to use in expanding the unexpanded 
newborn’s lungs. 

He devised a simple laboratory apparatus, the “impul- 
suflator,” which could deliver positive pressures from 1 
to 60 cm. of water over controlled time periods. Lungs 
of rats were artificially collapsed and studies carried out 
to determine the minimal and maximal positive pressures 
required to expand the atelectatic rat lungs. 

Pressures up to 27 cm., even applied over time periods 
as great as 1.5 seconds, did not expand the lungs. Ex- 
pansion was achieved with pressures of 30 cm. or over 
at this time interval. Higher pressures were required to 
achieve similar expansion in shorter time intervals (i.e., 
40 cm. for 0.15 second). Dr. Day concluded that: 

(1) Rupture was probably the result of overdistention, 
whether this distention was produced by too high a pres- 
sure or too long an application of a lower pressure. 

(2) A certain minimum pressure must be exerted to 
correct atelectasis, and to employ this pressure safely, its 
duration must be limited. f 

(3) Pressures exerted by normal infants are similar to 
the pressures which have produced the best results in 
experiments on animal lungs. 

From Dr. Day’s work came the “Day impulse principle” 
—the use of high pressures over short time periods. 
Wilson has since reported that damage to the newborn 
lung is dependent not only upon the degree of pressure 
and the time it is applied, but also upon the proportion 
of total lung volume that is expansible. 


Pressures used 


Hand Resuscitotor 





OBJECTIVES IN DEVELOPING RESUSCITATOR 

When we began our present investigation in September, 
1952, with the opening of the Pediatric Research Labora- 
tory at the Lovelace Foundation, we outlined the follow- 
ing objectives as requisites in the development of an infant 
resuscitator: 

1. Expansion of atelectatic lungs of newborns who do 
not initiate their own respirations or expansion. 

2. Assistance in correction of partial atelectasis in new- 
borns with respiratory distress. 


3. Oxygenation for anoxic newborns, with provision for 
variation in gaseous mixtures. 

4. Provision for an attachment allowing deliverance of 
moisture, wetting agents, and aerosols. 

5. Promotion of drainage of upper and lower respiratory 
tracts. 

6. Simplicity and availability. 

Intermittent positive pressure was believed to be the 
answer to the first two objectives. Laboratory studies with 
balloons and animals were repeated. To determine the 
response of human infant lungs to positive pressure forces, 
atelectatic lungs of neonatal deaths were removed within 
two to four hours of death, and postmortem studies were 
carried out to determine the elasticity of the human lung 
and the forces required for expansion. Beginning patchy 
aeration occurs in the human infant lung when a positive 
pressure of 30 cm. of water is applied over a 0.2 second 
interval (see Fig. 1). 

Uniform expansion is achieved (with the lungs removed 
from the thoracic cage) at 50 cm. The resistance offered 
by certain structures of the upper respiratory passage- 
ways, the thoracic cage, the abdominal viscera, etc., nec- 
essitates the use of slightly higher pressures to achieve 
similar expansion when that pressure is applied via a 
facepiece. In laboratory studies it was shown that pres-| 
sures of 5 to 7 cm. were required to overcome the upper 
respiratory resistance factors. The resistance and inertia 
offered by the chest wall cause another 5-7 cm. rise in 
the pressure over that used when the chest wall is open. 

The optimal pressure required to achieve uniform ex- 
pansion of the lyngs of the newborn in the intact chest 
remains to be answered. Clinically pressures of 30 to 60 


Fig. 2. Compliance of lungs and chest of a 4-lb. premature 
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Fig. 3. Relationship of time, 
pressure, and tidal volume in 
premature and full-term in- 
fants. 
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RELATIONSHIP OF TIME, PRESSURE 
AND TIDAL VOLUME IN PREMATURE 
AND FULL-TERM INFANTS 


PREMATURE FULL-TERM 


Respiratory Rote 50-70 40-60 
(per minute) 


Tidal Volume (inspiratory in 
cc. per breath) 





Average 5-17 18-25 

Peok 25-50 40-50 
Residual ' . 

—_ " tadiabee 0/3-0/6  0/5-0/6 


(in seconds) 


Respiratory Minute Volume 300-1000 700-1500 


(ce. per minute) 


SPECIAL DIVISIONS FOR 
PULMONARY FUNCTION TESTS 


cm. have been employed without damaging the lungs. Con- 
trary to common opinion, the elastic properties of a pre- 
mature infant’s lungs, once expanded, indicate that no 
negative pressure is necessary to effect expiration. 

From experimental studies it appeared that pressures 
of 95 cm. were necessary to produce gross pathological 
damage to the lungs. Microscopic injury with definite 
interstitial emphysema occurred at 80 cm. 

What amount of expansion of the newborn lung (25 to 
40 percent) is necessary to carry on life cannot be an- 
swered at this time. 


RESPIRATORY—VENTILATION STUDIES 


Besides the time and pressure relationships, other im- 
portant factors in the expansion of the newborn lung are: 
(a) the amount of air the infant inspires; (b) the propor- 
tion of total lung volume that is expanded; (c) the elastic 
forces of the thoracic cage, including the diaphragm and 
respiratory muscles, as contrasted to the elastic forces of 
the lung, and (d) the actual respiratory pattern of the 
newborn. 


A thin barium solution was instilled into the infant’s 
lungs at post to determine the amount of solution required 
to fill the lungs. Eleven cc. completely filled the lungs of 
a 3-lb. premature. To study the amount of lung expanded 
as well as the uniformity of expansion, a fine radio-opaque 
aerosol was introduced via the GBL Infant Hand Resus- 
citator. It was demonstrated that. uniform and complete 
expansion can be achieved in a 3-lb, premie with 50 cm. 
pressure. 

To achieve such uniform and complete expansion, it 
appears that high pressure must be used initially over 
safe time periods, instead of hesitant lower pressures 
which more often give incomplete and non-uniform expan- 
sion. Following initial expansion, the pressures must then 
be reduced to avoid damage to the already expanded lung. 

To determine the relationship of the elastic forces of 
the thoracic cage and the elastic forces of the lung itself, 
we conducted a series of compliancy studies (to find the 
relationship of change in volume to change in pressure). 


The introduction of 50 cc. of air into the lungs of a 
4-lb. premie (see Fig. 2) results in the creation of a 
positive water pressure of 40 cm. This shows the amaz- 
ing elastic qualities of the newborn lung, because with 
such a pressure the lungs expand well and are elastic 
enough to permit the introduction of two to three times 
the amount of air which the infant normally inspires. 
This is another margin of safety in the use of positive 
pressure in the expansion of the newborn lung. Studies 
are under way to determine the intrathoracic pressures 


100 


Pressure Exerted in Respire- 
tion (positive in cm. of H20) 
Average 13-30 14-28 
Peok 30-50 20-46 


which the infant achieves in respiration, as well as those 
static forces previously mentioned which must be overcome 
in the initial expansion of the newborn lung. 

More accurate estimates of the tidal volume were deter- 
mined by means of pneumotachographic studies in live 
infants. These studies also furnished the important re- 
spiratory pattern of newborns, and indicated not only the 
tidal volumes, but the respiratory minute volumes. Such 
tracings offered a pattern of time, volume, and rhythm to 
be duplicated with artificial initiation of respiration in 
the newborn (see Fig. 3). 


PRINCIPLES OF RESUSCITATION 


These laboratory findings were applied using the type 
of pattern most closely simulating the infant’s respiration 
and employing pressures necessary to expand the non- 
expanded or partially atelectatic lung of the newborn. 
The Foundation has set up certain principles to be fol- 
lowed in any resuscitation of the newborn: 

(1) Establish a patent airway. 

(2) Promote adequate drainage of upper respiratory 
tract: 

(a) Postural drainage. 
(b) Gentle nasal and post-pharyngeal suction. 

(3) Expand lungs by intermittent positive pressure. 

(4) Administer oxygen. 

(5) Maintain temperature and humidity. 

(6) Give gastric lavage when indicated. 

(7) Administer stimulants when indicated: (a) chemi- 
cal (nalline, caffeine sodium benz): (b) cutaneous or 
proprioceptive. 

The GBL Infant Hand Resuscitator proved to be simple 
and available in clinical use. It has been found to be the 
most effective resuscitator studied to date in managing 
the three categories of resuscitation stressed earlier. 

Following resuscitation, it is important to continue ob- 
servation and care of the infant. Postresuscitative meas- 
ures include: 

(1) Continue principles of resuscitation as indicated 
(postural drainage, intermittent positive pressure, oxygen, 
temperature, stimulants). 

(2) Provide high humidity through water fog or mist 
incorporating detergents and aerosols (Mist-O.-Gen). : 

(3) Avoid regurgitation and aspiration by: 

(a) Nothing by mouth. 
(b) Hydration through hypodermoclysis and aero- 
sols. 

(4) Prevent infection (IM and aerosol medications). 

(5) Prevent hemorrhage (IM vitamin K). 

(6) Conserve infant’s energy (minimum handling). 

(7) Make gradual adjustment to normal infant routine. 
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PROBLEMS IN POSITIVE PRESSURE RESUSCITATION 

Many fee] that air entering the gastrointestinal tract 
may interfere with diaphragmatic action. The pressures 
applied in these studies did not prove to be a problem, 
when provision was made for deflation of the stomach. 

Any adverse effect of the pressure on the circulation is 
temporary, and with application of intermittent positive 
pressure as described, it does not seem to offer a major 
problem. However, an expiratory time interval somewhat 
longer than the inspiratory phase is important to prevent 
undue reduction of cardiac output. If inspiration is .2 
to .4 second, then expiration should be approximately .4 
to .8 second, respectively. 

By means of sagittal sections and moulages of the vari- 
ous head sizes of newborns from the fetal age of five to 
ten months, perfection of masks to fit the various age- 
weight groups was made possible, as was further inves- 
tigation of the problems of intubation. In over 90 percent 
of clinical applications, sufficient expansion was achieved 
with the facepiece to avert intubation and possible dam- 
age to the upper respiratory tract. 


CLINICAL STATISTICS 

In a two-year period (July, 1952-June, 1954), 73 babies, 

out of 975 attended, warranted resuscitation. Of the 73, 

59, or 81 percent, survived. The 14 deaths were all in 

prematures. If correction is made for extrapulmonary 

deaths due to intracranial hemorrhage and congenital 
cardia, the survival rate rises to 90 percent. 


This rate suggests efficiency of the hand resuscitator, 
but since the hospital in which most of these studies were 
conducted has no previous obstetrical figures for compari- 
son, further clinical evaluation seems advisable before 
recommending the general use of the resuscitator. 


Six other medical centers in the United States are mak- 
ing clinical studies with the resuscitator. They are: Sloane 
Hospital for Women and Babies Hospital, Columbia Pres- 
byterian Medical Center, New York City; Boston Lying- 
In Hospital and Children’s Medical Center, Harvard Medi- 
cal School, Boston; Chicago Lying-in Hospital, University 
of Chicago Medical School; Mayo Clinic and Foundation 
for Medical Education and Research, Rochester, Minn.; 
Los Angeles County General Hospital, University of 
Southern California Medical School, Los Angeles; and 
Children’s Bay Hospital, Oakland, Calif. 


Significant clinical statistics from the obstetrical and 
pediatric services of the Los Angeles County General Hos- 
pital, show 60 percent survivals in infants in which the 
resuscitator was used by many different operators. The 
conclusions of Drs. Hodgman and Martini, chief inves- 
tigators, are: 

















































The hand resuscitator in clinical use. 


Intermittent positive pressure resuscitation of four-day-old infant 
with severe respiratory distress, incorporating tryptar aerosol 
treatment. 


’ 


(1) The GBL Infant Hand Resuscitator presents a 
sound approach to the problem of infant hand resuscita- 
tion. 


(2) It is a life-saving instrument, easy and safe to use. 


(3) Any danger in its use is due to associated use of 
tracheal catheters. 


(4) Further controlled studies are advocated. 





(Abstract of a talk at the 1958 Illinois Congress on Maternal 
and Infant Care, held in Peoria) 


Well-Informed Nurse Termed Vital in Care 
Of Baby With Erythroblastosis 


Commonest Newborn Emergencies Listed As 
Respiratory, Gastrointestinal, Cardiovascular 


The common emergencies which occur in the new- 
born between the time the baby is admitted to the 
nursery and the time of his discharge are: respira- 
tory, gastrointestinal and cardiovascular (congenital 
heart disease and erythroblastosis) emergencies, and 
infections. 


Cardiovascular Emergencies 


The greatest opportunity to reduce newborn mor- 
tality is in erythroblastosis. Team organization in- 
volving the pediatrician, obstetrician and nurses is 
essential. Skill in diagnosis, prognosis, and the tech- 
nicalities of exchange transfusion is a _ necessity. 
Delay is costly. 


The obstetrician and pediatrician have their pre- 
scribed duties in these cases but the nurse plays a 
vital role. Often it is the well-informed nursery 
supervisor who must use her clinical judgment to 
alert the doctor of the baby’s deterioration. 


The nursery nurse should be familiar’ with the 
signs of erythroblastosis; she should be alert for Rh 
mothers and inform the house staff and pediatrician; 
she should tag the bassinet of each baby of an Rh 
mother with a distinctive color so that every person 
passing it will be alerted to note jaundice or other 
signs of trouble; and she should keep the infant’s 
cord stump moist for a day or two in case an ex- 
change transfusion must be done. 


Little can be done in the newborn period for con- 
genital malformation of the heart, other than to ad- 
minister oxygen. 


Respiratory Emergencies 


In respiratory emergencies, the only really effec- 
tive measures are to clear the air passages, keep the 
baby warm, place the baby in oxygen, and make an 
effort to inflate the lungs. 


Using machines to inflate the lungs has posed a 
problem because of the difficulty in getting the ma- 
chine to synchronize with the infant’s irregular res- 
piration. We are currently investigating the G.B.L. 
respirator, with which an experienced operator can 
synchronize short surges of high pressure with the 
child’s inspiration. In cases of hyaline membrane 
disease, high humidity added to oxygen is helpful. 


The injection of respiratory or cardiac stimulants 
is of little value. Artificial respiration is traumatic 
and frowned upon by many. 


Gastrointestinal Emergencies 


Esophageal atresia is characterized by regurgita- 
tion of mucus. The first feeding causes coughing 
and choking. Inability to pass a firm catheter con- 
firms the diagnosis. Surgery should done within 
24 hours. 
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Congenital atresias of the gastrointestinal tract, 
which may be single or multiple, are characterized, 
immediately after birth, by excessive and almost con- 
tinuous vomiting, bile-stained vomitus, and abdomi- 
nal distention with deep peristaltic waves. Surgery 
must be done in 24 to 36 hours. 


Partial obstructions of the gastrointestinal tract 
are caused by external pressure from such condi- 
tions as enteric cysts, bands, malrotation of the 
bowel, or twists. Symptoms are similar to those 
of atresia but are milder. An infant whose bowel is 
obstructed by inspissated bile and meconium rarely 
can be saved. 


Infections 


Nursery infections must be treated with the most 
rigid rules of isolation and asepsis. The aseptic 
technics should approach those used in an operating 
room.—Alfred D. Biggs, M.D., associate clinical 
professor of pediatrics, University of Illinois College 
of Medicine, and chairman, department of pediatrics, 
St. Luke’s Hospital, Chicago. 


( The following abstract and those which appear on pages 103-105 
are taken from lectures at the seminar on the care of premature 
infants, held in May, 1958, at the Premature Demonstration 
Center, University of Miami School of Medicine and Jackson 
Memorial Hospital, Miami, Fla.) 


Lists Hints for Recognizing 
Congenital Abnormalities 


Nurses Told What to Look for 
And What Findings Indicate 


The nurse should know the signs indicative of congen- 
ital abnormalities so that she can recognize and report 
them. The following are some hints. 


Although cardiac abnormalities do not usually appear 
for six or seven months, every newborn should be 
inspected for cyanosis or a bulge over the heart area. 


In any respiratory distress, the mouth should be 
inspected, the tongue freed, if necessary, and an airway 
provided. In an infant, if the posterior choanae are 
closed by atresia, its attempts to breath will create a 
vacuum which will cause the tongue to seal on the roof 
of the mouth. 


An abnormal amount of mucus may signal a tracheo- 
esophageal fistula. 


The difection in which the infant’s umbilicus moves 
as it breathes should be watched. If the umbilicus 
moves in any but a straight, vertical plane: if the 
infant has respiratory difficulty, breathes asymmetri- 
cally, or has cyanosis—diaphragmatic hernia may be 
suspected. 


Every anal opening should be inspected for charac- 
teristic anal pigmentation. Although imperforate anus 
is seldom missed, a fistula in the perineum may be 
deceiving. 


Any baby who vomits bile is considered to have 
intestinal obstruction until proved otherwise. 


If the infant voids in dribbles; if the anus is very 
relaxed—central nervous system abnormality should 
be suspected. 


Moles and hemangiomas should be inspected care- 
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fully to be sure they do not disguise a tiny sinus which 
may run to the spinal tract. 


If small drops of fluid are found on the skin lying 
over the spinal canal, a dermal sinus may be suspected. 
If one is found, it must be closed promptly to prevent 
meningitis. 


Every infant, male or female, should be watched for 
signs of strain while voiding; the stream of urine 
should be checked. Abnormalities of the genitourinary 
tract must be detected and treated early to preserve 
the kidneys. 


Masses in the lower abdomen in infants may indicate 
an obstruction to thé outflow of urine. 


In females the clitoris should be examined for en- 
largement. An abnormality is evidence of impaired 
hormone production. One extreme of this condition is 
Addison’s disease. Projectile vomiting often accom- 
panies this syndrome. 


If the position of a hand or a foot is puzzling, or if 
a dent appears in the skull, the baby should be wiggled 
or pushed into the “position of comfort”—the position 
of the baby in utero. Attainment of that position can 
be recognized by the complete relaxation of the infant. 
Once the infant finds this position, a questionable 
“deformity” may prove to be merely a temporary 
result of pressure and position. 


In summary: Never hesitate to call the physician’s 
attention to a baby who simply “doesn’t look right.”— 
D. G. Traggis, M.D., assistant professor of pediatrics. 


Retrolental Fibroplasia Called Most 
Common Blindness Cause in Children 


Damage Directly Related 
To Use of Oxygen 


Retrolental fibroplasia is the most common cause of 
blindness in children. Its occurrence is directly related 
to the use of oxygen. 


Studies show that concentrations of 35 to 40 percent 
oxygen administered continuously over ten days, and 
80 percent oxygen administered over two hours will 
cause retinal damage. Any concentration over 40 per- 
cent will cause damage in three to four days, whereas 
a concentration of less than 40 percent has no effect on 
the retina in the same time interval. Maximal damage 
occurs with the use of oxygen concentrations of 80 
percent and over. 


Intermittent oxygen administration is preferable to 
continuous administration. Personnel must be care- 
fully instructed concerning the hazards of oxygen 
therapy. Oxygen analyzers must be used at regular 
intervals and the concentrations recorded on the 
infant’s chart. 


Oxygen should never be used without a doctor’s 
order. The concentration should be the lowest possible 
to evoke response, and the therapy should be discon- 
tinued as soon as possible. When positive pressure is 
used, a mask small enough to effect a tight seal with 
the face is essential, and pressure should be kept at a 
level no higher than 12 mm. Hg. 


Infants’ eyes are examined when weight has reached 
three pounds. Retrolental fibroplasia has been detected 


as early as the first or second day of life. If no signs 
of the disease appear by the fourth month, it is unlikely 
that the condition will occur.—D. G. Traggis, M.D., 
assistant professor of pediatrics. 


Feeding of Premature Starts 
24 to 72 Hours After Birth 


Technic Is More Important 
Than Type of Formula Used 
Babies are born with a “built-in” clysis. They are full 
of fluid and can get along well without supplemental 
fluids for periods of from 24 to 72 hours after birth. 


Nothing is given to the newborn for the first 24 
hours. As soon as the baby is stabilized at a constant 
temperature, and regular respirations and stool and 
urine have appeared, it may be started on a formula. 
But the choice of formula is not as important as the 
technic of feeding. 


Newborns metabolize fat poorly. Fat in a formula 
appears in the stool unchanged and there is an even 
exchange of calories taken in and excreted. When an 
infant reaches a stabilized food intake, it requires 50 
to 60 calories per pound of body weight per day; this 
amounts to about 70 to 90 cc. of fluid per pound per 
day. The stock formula used at the Jackson Memorial 
Hospital provides 23 calories per ounce. In six years, 
the formula has caused no reactions or diarrhea in the 
infants.—R. Grayson, M.D., clinical assistant professor 
of pediatrics. 


Premature Infants Highly Susceptible 
To Infections by Bacteria, Fungi 


Aseptic Technics Still Are 
Most Important Preventive 


Premature infants have no ability to withstand attack 
by bacteria or fungi. They have some protection 
against viruses, but are immensely susceptible to other 
infections. 


Their skin is thinner; their lungs are full of unfreed 
secretions. Although the incidence of gastrointestinal 
infections may not be greater in prematures than in 
other infants, nevertheless mechanical factors in the 
prematures predispose them to infections. 


There is a complete lack of immunologic response in 
prematures. Antibodies are usually passed over in the 
mother’s serum; these are at a very low level in the 
infant until about two or three months when it begins 
to produce its own. 


The premature has little, if any, protection against 
infection from staphylococci, Monilia, or Gram-nega- 
tive rods. Infants become colonized with staphylococci 
shortly after birth. Most staphylococci are benign but 
epidemic strains have developed which can be, and 
are, identified by phage typing. 


These organisms are spread in a variety of ways. 
Chronic carriers of epidemic strains are particularly 
dangerous, and nose, throat, and skin cultures should 
be taken at regular intervals from nursery personnel 
to guard against these chronic carriers. 


A single stool culture is valuable to detect the 
occasional person carrying pathogenic intestinal 
organisms. It is most important that personnel who 
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have chronic sinusitis, perineal infections, skin 
lesions, or other taken-for-granted low grade infec- 
tions realize the hazard they present. 


Careful handwashing is probably the single most 
important technic for control, but it alone is not suffi- 
cient to control] infections. Masking is of only relative 
efficiency. 


_ Permanent nursery personnel are carefully screened 
for organisms in the nasopharynx and do not routinely 
wear masks. Personnel from other areas of the hos- 
pital, however, must wear masks. 


Personnel from the nursery do not work in other 
hospital areas. If an emergency arises and they must 
work in a contaminated area, several days must elapse 
before they may return to the nursery. 


EPIDEMICS TRACED TO POOR TECHNICS 


Diarrhea caused by enteropathic E. coli is rarely 
found in adults, but they may introduce the disease to 
nurseries. Most epidemics generally can be traced to 
poor technics. 


Proteus and Pseudomonas infections may arise 
from contaminated disinfecting solutions; dirty 
water traps; or dirty water mists in Isolettes. They 
also circulate in the air. 


These organisms are dangerous as secondary in- 
vaders. Pseudomonas skin lesions secondary to burns 
or disease are firm, red, insect bite-like lesions which 
later break down and become gangrenous ulcers. 


Monilial infections in the newborn can be traced to 
the mother’s vaginal secretions. They are a problem 
for the obstetrician to recognize and treat. 


The approved method of using antibiotic therapy is 
to treat the specific infection with a specific antibiotic. 
There is no general agreement on the worth of routine 
antibiotics for prematures to prevent primary or sec- 
ondary infections, but the consensus is generally 
swinging away from prophylactic therapy of any kind. 
The staphylococci and Gram-negative rods—organisms 
figuring prominently in nursery infections—are not 
diverted by prophylactic antibiotics. Use of Gantrisin 
should be avoided in prematures because it may pre- 
cipitate jaundice. 


Prophylaxis for gonorrheal ophthalmia is still neces- 
sary. The tendency now is to use Terramycin and 
polymyxin ointment rather than silver nitrate. 


The biggest factor to realize in therapy is that no 
antibiotic can be a substitute for good and fastidious 
technics. Understaffed nurseries, or those staffed with 
poorly trained workers all contribute to morbidity and 
mortality statistics. No antibiotic will eliminate the 
hazard created by personnel. 


Successful treatment of nursery infections depends 
on identifying the causative organisms and determin- 
ing their sensitivity to various drugs. 


The ordinary tiny pimples which develop on the new- 
born’s skin from skin secretions should not be confused 
with impetigo. The pimples are noninfectious; im- 
petigo, however, is infectious and the infant who con- 
tracts it should be isolated. Infants with heat rash are 
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particularly susceptible to impetigo. Treatment of the 
disease includes parenteral and local medication. 


It is important to realize that many staphylococcal 
infections may actually arise in the nursery but will go 
undetected if they appear in the infant after discharge. 
—Robert B. Lawson, M.D., chairman, department of 
pediatrics. 


Premature’s Life Often Depends 
On Nurses’ Keen Observation 


All the handicaps of the premature are the result of 
immature organs and systems which cannot function 
properly. 


In the respiratory system, muscles are weak and 
there is no force behind respiratory efforts. Sometimes, 
the baby has no cough or gag reflexes. A free airway 
must be maintained in these infants and frequent, 
gentle suctioning is necessary. If the infant is cyanotic, 
oxygen may be given within the limits of safety. 


The air in the infant’s environment should be kept as 
moist as possible. The more moisture there is in the 
air the infant breathes, the more liquid the secretions 
will be in the bronchii, mouth, and associated organs. 
If the air in the environment is not saturated with 
moisture, the mucous membranes become dry and 
brittle as their natural moisture is extracted by the 
air passing over them. 


Breathing in premature infants may be shallow and 
irregular. Apnea may persist for 30 to 40 seconds. 
Gentle rubbing of the back or light touching of the 
skin may provide enough stimulus to start the infant 
breathing again. 


Respiratory stimulants are probably of no value and 
are used very little, if at all. Of those available, caf- 
feine remains the safest and most effective. Often the 
premature infant has no sucking reflex or sucking 
muscles, and with no gag reflex, liquids are easily 
aspirated into the lungs, resulting in severe irrita- 
tion. 


The stomach in prematures is small and easily dis- 
tended. One of the most important features of care of 
prematures is recognizing when the infant’s stomach 
is full and beginning to be distended. Extra feeding 
forced at this time spills over into the trachea, bronchii, 
and lungs. 


Blood vessels in the premature infant are exceed- 
ingly fragile and easily torn. This handicap requires 
that the infant receive gentle and minimal handling. 
Because of their fragile vascular structures, these 
infants are more susceptible to birth and cerebral 
injuries. 

Temperature control in prematures is poor. They 
are born before much fat—which is good insulating 
material—has been laid down in the tissues. 


Thermostatic control of incubators is needed to pro- 
tect the infants from cooling and also from over-heat- 
ing since prematures have no sweating mechanism to 
aid in bringing body temperatures down. 


Prematures are unable to cope with infections. The 
antibody production mechanism functions poorly. Very 
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few immune bodies are passed to the infant from the 
mother. Relatively speaking, prematures have a larger 
skin surface than full-term infants and the skin is very 
fragile and easily traumatized. Infections are picked 
up early, and to minimize their incidence, personnel 
with any infection—skin, gastrointestinal, or respir- 
atory—are barred from contact with the infants. 


Prematures can develop serious infection without 
exhibiting any of the classical signs or symptoms: 
they can be sick without fever; they can have menin- 
gitis without a stiff neck. Signs of change in the 
infant are usually detected first by the nurse. These 
signs are difficult to describe but are usually related 
to previous eating habits and activity. Listlessness is 
a classical one. Once detected, investigation of causes 
must be started. Antibiotics, when indicated, should 
be given early. 


Premature infants are more likely to develop severe 
jaundice and are more susceptible to damage to the 
central nervous system arising from high bilirubin 
levels. Bilirubin levels which would be harmless to a 
larger baby can cause icterus in the premature. These 
infants develop dehydration and acidosis very easily; 
maintenance of normal electrolyte balance is difficult. 


An aid in coping with these handicaps is keeping the 
handling of the premature infant as an exclusive right 
of the nurse and the physician. Even then, the handling 
must be minimal and gentle.—R. F. Mikell, M.D.., clini- 
cal assistant professor of pediatrics, University of 
Miami (Fla.) School of Medicine. 


Maintenance of Electrolyte 
Balance Imperative in Infants 


Nurse Has Vital Role 
As Adjunct in Fluid Therapy 


The roles of the various electrolytes are the same in 
infants as in adults. 


Sodium maintains a normal balance of water be- 
tween various compartments, both intracellular and 
extracellular; potassium and calcium maintain neuro- 
muscular function, with potassium disturbances pro- 
ducing changes in muscle and nerve function, particu- 
larly in the cardiac muscle; chlorides and bicarbonates, 
maintained in normal concentrations, enhance acid- 
base balance; organic acids are concerned with the prod- 
ucts of metabolism, primarily fat, and are not clinically 
a problem. The role of magnesium is not well appreci- 
ated. Serum protein is active in maintaining the vol- 
ume of material in circulation. 


Dehydration, whether from disturbances of the gas- 
trointestinal tract causing excessive loss of fluids, from 
inadequate fluid intake, or from insensible water 


losses, will cause a disturbance in electrolyte balance. 


To maintain electrolyte balance, infants must have 
water and chemicals administered parenterally. There 
are marked differences between infants and adults 
in water needs and total body weights. For example, 
a seven-kilogram infant requires 700 cc. of water for 
normal metabolism; a 70-kilogram man, under the 
same circumstances, needs 2,500 cc. In the adult, 70 
percent of the total body weight is fluid; in the infant 
it is 80 percent. 


Water losses are increased significantly in the infant 
by hyperventilation and insensible loss can be cut down 
by keeping the infant in an environment of 100 percent 
relative humidity. Fluid and electrolyte therapy in the 
premature must be most precise because an infant’s 
kidneys have limited ability to eliminate. The adjust- 
ment mechanism of urine concentration in prematures 
is limited. Intake must balance output. 


Prematures have low sodium requirements and toler- 
ate excesses very poorly. If they retain sodium, they 
must also retain water. 


Acidosis and alkalosis result from a disturbance 
of the pH of the body, which is related to the function 
of bicarbonates. The limits are very narrow and the 
concentration will fluctuate depending on the pH 
of the individual. Sodium lactate, which is more stable 
and more easily stored than sodium bicarbonate, is less 
valuable in the treatment of prematures or other 
infants because of their poor metabolism of lactate. 


Principles of therapy are built around supplying 
water at the level required for a given 24-hour period; 
providing prepared water to make up electrolyte defi- 
cits; and estimating the amount of water needed to 
correct disturbed states. Dryness of the skin and 
mucous membranes usually indicates about a five per- 
eent dehydration; gross dehydration, as from diarrhea, 
when the eyes and fontanelles are shrunken, indicates 
a loss of between 15 and 20 percent of total body 
weight. 


Laboratory-determined vaiues of concentrations of 
potassium and sodium in serum are essential for good 
replacement therapy. 


The nurse is a valuable adjunct in fluid therapy. 
Careful control of the rate of administration of fluids 
is imperative—infants are easily drowned. Accurate 
recording of what is administered is imperative. Obser- 
vation of the infant for signs of excess fluid is impera- 
tive. Either intravenous drip or subcutaneous clysis is 
satisfactory, although the rate of absorption and flow 
is more easily controlled with the intravenous technic. 
Subcutaneous clysis, however, is satisfactory and 
apparently not uncomfortable for infants—W. W. 
Cleveland, M.D., assistant professor of pediatrics. 





Retrolental Fibroplasia -- 


a Disease of Our Time 


By Arthur C. Kissling, M.D.* 


e@ In the short span of 16 years, a disease hitherto un- 
known to medicine has ascended to high importance, chal- 
lenged the best minds of the medical world, and been over- 
come by research to a point that in August, 1955, “An 
Epitaph for Retrolental Fibroplasia” appeared in the 
ophthalmic literature. Retrolental fibroplasia — still the 
most common cause of blindness in children — has been 
controlled, but not eliminated. 


Retrolental fibroplasia is a disease essentially found in 
premature infants—involving both eyes, and showing 
changes in the peripheral retina, leading in many cases to 
partial or total blindness. It is the most common cause 
of pre-school blindness in the United States today. In 
1955, the National Society for the Prevention of Blindness 
estimated that RLF was responsible for 47 percent of all 
blindness in children under seven years of age. An esti- 
mated 8,000 youngsters are living today with partial or 
total visual impairment resulting from this condition. 


In February, 1941, Theodore L. Terry, M.D.,’ professor 
of ophthalmology at Harvard Medical School, observed for 
the first time the strange vascularized membrane lying 
behind the lens in the eyes of a six-month-old infant born 
two months prematurely. Preliminary examination had 
indicated that this was a case of congenital cataracts. It 
was only during the careful examination prior to surgery 
that the startling nature of this phenomenon was recog- 
nized. A truly new disease entity had been discovered. 


From 1941 until 1953, no less than 50 possible etiologic 
factors were investigated. As early as 1949, Kinsey and 
Zacharias* noted that oxygen was one of many variables 
encountered in the care of infants in premature nurseries. 
However, it was not until 1952 that the case against oxy- 
gen began to unfold. 


With the introduction of more efficient types of incu- 
bators for oxygen administration in England and Aus- 
tralia, the incidence of RLF began to rise. The reports 
of Crosse and Evans’ in England and Campbell‘ in Aus- 
tralia suggested a cause-and-effect relationship. Patz’s 
report (also in 1952) on controlled oxygen studies begun 
in 1948 implicated oxygen as an etiologic factor. About 
a year and a half later, his excellent experimental work® 
with rats, mice, and kittens showed conclusively that oxy- 
gen would cause changes identical to RLF in the retinas 
of these experimental animals. This work was also con- 
firmed by Ashton’ in England. 


On July 1, 1953, the most thorough and completely con- 
trolled studies on RLF were begun under the direction of 
V. E. Kinsey, M.D. Eighteen hospitals, all east of the 
Mississippi, were selected to take part in this research 


*Dr. Kissling is a Milwaukee (Wis.) ophthalmologist. 
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project. A control center was set up in Detroit to co- 
ordinate the efforts of the participating hospitals so that 
data from all of them could be tabulated weekly. 


A preliminary report, published in January, 1955,° con- 
clusively showed that infants receiving larger amounts 
of oxygen and for longer periods of time had an incidence 
of 72 percent RLF (developed RLF in one of its five active 
stages), whereas those on curtailed oxygen showed an in- 
cidence of only 30 percent. 


Furthermore, the fact that there was no significant 
difference in the mortality rate between the two groups 
refuted the concept that larger amounts of oxygen were 
necessary for survival of premature infants. 


The final report on this study was published by Kinsey’ 
in October, 1956. The investigation had covered a period 
of one year, ending in June, 1954. A total of 786 prema- 
ture infants, weighing 1,500 grams (3.5 pounds) or less 
at birth, were included in the study group. The most im- 
portant facts brought to light were: 


(1) The mortality rates were not significantly different 
between the routine oxygen group and the curtailed oxy- 
gen group. 

(2) The incidence of active-stage RLF in the routine 
oxygen group was twice that of the controlled group. 

(3) The incidence of cicatricial RLF in the routine 
oxygen group was three and one-half times that of the 
curtailed oxygen group. 


(4) The incidence of RLF increased rapidly with the 
increased duration of exposure to oxygen, but was not 
significantly dependent on the concentration of oxygen 
administered. 


PATHOLOGY AND CLINICAL COURSE 


At a symposium on RLF, given before the American 
Academy of Ophthalmology and Otolaryngology in 1954,” 
it was stated that analysis of data showed the common 
denominator in all animal experiments to be a suscepti- 
bility to oxygen where the retina was incompletely vas- 
cularized, and a resistance to oxygen damage where vas- 
cularization was complete. 


Friedenwald, Owens, and Owens” have described the 
pathology of RLF in which microscopically the earliest 
changes are found in the nerve-fiber layer of the periph- 
eral retina. Proliferation of the capillary endothelium, 
varicose dilatation, and budding of the small retinal ves- 
sels occurs. Newly formed capillary strands extend 
through the internal limiting membrane, and into the 
vitreous. As the lesion advances, the retina becomes de- 
tached and forms small folds which are bridged by a neo- 
vascular network. Eventually the entire retina becomes 
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separated and extends like a stalk from the optic nerve 
to the posterior lens surface. 


Clinically the visible changes consist of dilatation and 
tortuosity of the retinal vessels, neovascularization and 
retinal detachment, which gradually increases until the 
entire retina, separated from its base, comes to lie in the 
space directly behind the lens. Edema and hemorrhages 
are also part of the picture. It is noteworthy that this 
process may become arrested at any stage. Early changes 
are reversible, so that a normal eye may result in some 
cases. Since both eyes frequently do not progress at the 
same rate, one eye will often show permanent changes 
far more advanced than the other. 


In 1953, a committee consisting of Drs. Algernon B. 
Reese, Merrill J. King, and William J. Owens” submitted 
a classification of RLF which has gained wide acceptance. 
It divides the disease into an active phase (in which tissue 
changes are in progress) and a cicatricial phase (in which 
permanent residual changes are present). 


Each of these phases is subdivided into five stages, 
depending on the extent that the pathological process has 
progressed. Eyes that have advanced to the cicatricial 
stage V show marked secondary changes such as dentate 
processes, shallow anterior chambers, corneal opacifica- 
tions, posterior synechia, iris atrophy, pupillary mem- 
brane, cataract, secondary glaucoma, and buphthalmos. 


The diagnosis is based on (1) a history of prematurity 
and a birth weight of 1,800 grams (four pounds) or less, 
(2) exposure to oxygen concentrations of greater than 50 
percent (usually in modern, tightly closed incubators) 
for periods of several days or more, and (3) clinical find- 
ings as previously described based on weekly or bi-weekly 
examination of the retina with an ophthalmoscope through 
a dilated pupil. These examinations should begin during 
the first week of life and continue through the third month. 
In advanced stages, more obvious factors, such as a white 
pupil, the child’s inability to recognize approaching ob- 
jects, and rubbing of the eyes, offer clues to parents. 


Numerous therapeutic approaches have been tried dur- 
ing the investigation of RLF. Reese” and LaMotte, 
Tyner, and Scheie“ studied the effect of ACTH, cortisone, 


and vitamin E. Results showed that none had any signi- 
ficant effect on the course of the disease. Kinsey and 
Chisholm” also reported no effect from the administration 
of vitamin E to premature infants. 


The treatment of RLF is essentially a matter of pre- 
vention and revolves around the one known etiologic fac- 
tor—oxygen. Almost all recent investigation points to the 
judicious use of oxygen as the key to reducing RLF to a 
minimum. Premature infants should be given minimal 
amounts of oxygen, preferably 40 percent or less, for as 
short a time as is necessary and only on the basis of frank 
clinical need as determined by the pediatrician. Oxygen 
concentrations should be measured with an oxygen ana- 
lyzer and recorded every four to six hours. 


The most important job at hand is the widespread dis- 
semination of knowledge concerning RLF, so that not one 
more infant has to suffer unnecessarily the consequences 
of this tragic disease. 
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Recommendations for Oxygen Use in Prematures 


The following recommendations have been made by the 
Committee on Fetus and Newborn of the American 
Academy of Pediatrics for the use of oxygen in prema- 
ture and small infants: 


(1) Oxygen should be prescribed only on medical order 
the same as any drug or treatment (except in emergency). 


(2) Oxygen should not be administered routinely but 
only upon specific medical indication. 


(3) Oxygen concentration should be kept at the lowest 


possible level that will relieve the symptoms for which it 
is given, if possible not over 40 percent. 


(4) Oxygen therapy should be discontinued as soon as 
the indication for it has passed. 


(5) Ordinarily, the indications for supplemental oxygen 
are general cyanosis (not acrocyanosis) and dyspnea. The 
urgency of treating these symptoms must rest with the 
clinical judgment of the attending physician. 


(6) Oxygen concentration must be determined by 
means of an oxygen analyzer as often as necessary to keep 
it properly stabilized but at least every four hours. 


(7) A source which does not contain or deliver more 
than 40 percent oxygen will insure against exceeding that 
concentration but may not be adequate in those occa- 
sional instances where higher concentration is desired. 
If such a restricted source of oxygen is employed, addi- 
tional oxygen should be available for those special in- 
stances where it is indicated. 


(8) There are no apparent contraindications to the use 
of supplemental oxygen in infants weighing more than 
five pounds. 


These recommendations appear in the 1960 edition of 
"Standards and Recommendations for the Hospital Care 
of Newborn Infants (Full-Term and Premature)," available 
from the American Academy of Pediatrics. 
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How to Control Oxygen 
for Premature Infants 





This article and the accompanying charts on page 110 were reproduced with permission from a folder prepared 


for the National Society for the Prevention of Blindness by Jonathan T. Lanman, M.D.., assistant professor, 


department of pediatrics, New York University Medical School, New York City, and Ada McLaughlin, R.N., 
supervisor, Bellevue Hospital Premature Care Center, New York City. 


Limit both Duration and Concentration of Oxygen Therapy 


How to Limit Duration 


Give no “routine” oxygen; give oxygen only for clinical indication (such as cya- 
nosis). Irregular respiratory rhythm commonly seen in premature infants is 
not an indication for oxygen. 


Discontinue oxygen as soon as possible. Less than an hour’s therapy is often 
sufficient. Prolonged therapy even at presumably safe concentrations (below 
40 percent) has been associated with cicatricial retrolental fibroplasia. Discon- 
tinue oxygen at least once every eight hours unless the infant is cyanotic while 
in oxygen. 


Use compressed air to operate vaporizers. 


How to Limit Concentration 


Always keep oxygen concentration below 40 percent by analysis. Always use 
an oxygen analyzer. 


Method 1: Use tanks containing 40 percent O, and 60 percent No». 


This simple, dependable method requires a special gas mixture but no spe- 
cial apparatus. The flow rate required to give about a 35 percent concen- 
tration varies from 5 to 10 L/min. with the type of incubator used. High 
initial flow rates will bring concentration up to the desired level quickly. 
Concentrations above 40 percent are not attainable with this method; we 
believe this is a highly desirable feature in practice. 


The special mixture is two to three times more expensive than 100 percent 
oxygen. Mistakes in manufacture have occurred when an inexperienced 
manufacturer has not allowed complete mixing to take place before final 
testing of the concentration. Linde Air Products and its distributors have 
recently made this product nationally available. 


Method 2: Use a mixing device diluting 100 percent O. to less than 40 percent. 


This method uses readily available 100 percent O., but requires special ap- 
paratus for administration. Most mixing devices are very sensitive to 
seemingly unimportant changes in tubing diameter, |e ngth or pressure, 
etc.; they must be used exactly as directed by the manufacturer, and all 
openings kept clear and clean. Some marketed devices employing this prin- 
ciple are readily subject to serious misuse. 


The device manufactured by the Melchior, Armstrong, Dessau Co., Ridge- 
field, N.J. (price $78*), is the least subject to misuse we know of. It must 
be kept clean. Delivered concentration does not vary at oxygen flow rates 
between 3 and 10 L/min. We have used oxygen flow rates of 5 L/min., 
which delivers about 25 L/min. of air-oxygen mixture to the incubator. 
Thus far we have not noted adverse effects on temperature control in two 
makes of incubators which we have subjected to this high ventilation rate, 
but this should be watched for and we suggest consulting individual incu- 
bator manufacturers for information on this subject. The device includes 


*The price of $78, according to the manufacturer, includes a pressure-reducing valve, which would be neces- 
sary for use with oxygen cylinders.—ED. 
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an excellent humidifier which can be used with compressed air when oxy- 
gen is not needed. 
Method 3: 
The manufacturers of the Isolette® infant incubator recommend use of 
oxygen at low flow rates (about 2 L/min.) to achieve concentrations 
slightly below 40 percent in their incubator. A special flowmeter accurate 
at these low rates with a very fine calibration and adjustment is manufac- | 
tured by Hoke, Inc., Box 149, Englewood, N.J., and costs $29.50. Under 
careful supervision the method has proved to be satisfactory. ] 
High oxygen concentrations (above 40 percent) are readily achieved inten- 

tionally with this method by increasing the flow rate of oxygen; this may 

be regarded as desirable by some but where this method is used, strict reg- 

ulations must be enforced to avoid the hazard of having attending person- 

nel make deliberate changes in the setting. 

If the wire screen filter in the air intake of the Isolette® is not cleaned and 

dust is permitted to accumulate, this will reduce the air intake and increase 

oxygen concentrations above those called for in the instructions. Routine 

analysis of oxygen concentrations will reveal this condition. Where dust is 

not considered to be important, removal of the screens will entirely elimi- 

nate this hazard. 
e- 3 
¢«-2 


We have used Methods 1 and 2 with the Isolette® without recognized diffi- 
culty. 


Il Use an Oxygen Analyzer 


Measure oxygen concentrations every time oxygen is used and at least every 
eight hours during longer periods of therapy. 


Any control method or device is subject to defects and misuse. These are nu- 
merous, unpredictable and subtle. Individuals who have visited many prema- 
ture nurseries have found many mistakes in the use of oxygen control devices 

a that would be immediately revealed by oxygen analysis. They have also found 

2 great reluctance to purchase and use an analyzer. Mistakes blind babies. Don’t 
y= try to get along without an analyzer. See that it is used regularly when you get 
it. 

, Analyzers that are sufficiently accurate and very simple to use are manufactured 
by Arnold O. Beckman, Inc., 1020 Mission Street, South Pasadena, California, 
and by Medical Instruments Research Associates, 2656 North Pasadena Avenue, 
Los Angeles, Calif. They cost less than $200. They should be checked against 
air (21 percent O.) with each use, and must be handled reasonably gently. Bat- 

ys teries and desiccant must } 2 changed occasionally. 


A Note on Expense 
The average cost for hospital care of a single premature infant is about $400. 
What is the cost of a single unnecessarily blinded infant? 


Oxygen control equipment for an entire premature nursery, including an anlyzer, 
P costs less than this. 


a 


= + ED. NOTE: In addition to the products recommended by the authors on 
the basis of their experience, readers might like to get further information 
on oxygen analyzers and flowmeters available from other manufacturers. 
A partial list follows. 

i. Among the other manufacturers of flowmeters are the National Cylinder 
Gas Co., the O.E.M. Corp., and the Puritan Compressed Gas Corp. 

Oxygen analyzers also can be obtained from National Cylinder Gas Co., 
the O.E.M. Corp., and the Ohio Chemical & Surgical Equipment Co. 

The Gordon Armstrong Co. has a new nebulizer for use with its incu- 
bators tolimit oxygen concentration to 40 percent. Information on oxygen- 
> 4 limiting devices for use with other incubators can be obtained directly from 

the manufacturers—the American Sterilizer Co., the Continental Hospital 
Service, Inc., and others. 
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HIGH OXYGEN CAUSES |BLIND BABIES 


mee See SSS SSSSSSSHAHSHSSSSHSHSSSHHHSHHHHHPSSHSOHOTSSEEA?F 


% Cicotricio! RETROLENTAL FIBROPLASIA 
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Petz, Hoeck, De Lo Cruz 19 % OF 64 BABIES 


Lanmon, Guy. Doncis 22% OF 36 BABIES NONE IN 26 BABIES 


Notional Cooperative Study 25% OF 53 BABIES 7% OF 533 BABIES 


In these controlled studies, “low oxygen” means concentrations below 40 percent for as 
short a time as possible; “high oxygen” means usually 60 percent for prolonged periods. 
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Potz,Hoeck, De Lo Cruz 66 % OF 188 
BABIES 


Loenmon. Guy. Dancis 30% OF 40 BABIES 


Notione! Cooperative Study 


The differences in mortality between the high and low oxygen groups in each of these 
studies can reasonably be attributed to chance. No one has yet demonstrated a reduced 
mortality in premature infants by any kind of oxygen therapy in a controlled study. 


Differences in mortality between the three studies prob- 
ably result from differences in weight groups included. 
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The Etiology of Puerperal 


Mastitis and Infections 


Of the Newborn 


@ The antibiotics have played an important part in di- 
minishing the dangers of obstetric and gynecological in- 
fections. Certain diseases, such as puerperal sepsis, great- 
ly feared in former days, are rarely seen now. Other 
infections, however, have been only temporarily con- 
trolled by antibiotics. These are puerperal mastitis and 
the infections of the newborn. Despite the use of anti- 
biotics these conditions are still quite prevalent (Noack, 
Unsheln). The etiology and increasing frequency of these 
conditions has been investigated, because they are a threat 
to mothers and babies in maternity hospitals. 


The type of causative organisms, as well as its distri- 
bution throughout the hospital, were determined. The 
chief aim was to ascertain the mode of transmission in 
order to plan prophylactic measures. In addition, sensitivi- 
ty tests with the usual antibiotics were performed once the 
organism had been isolated.§ 


MATERIAL AND METHODS 


One hundred and five swabs were obtained from the 
nasopharynx, hands and surgical masks of the nursing 
staff of the nurseries; 125 swabs were obtained from the 
nasopharynx and conjunctivae of newborn babies on dif- 
ferent days after birth; 121 swabs were taken from the 
nipples and vagina of mothers before and after de- 
livery; 88 bacteriological tests were performed of the en- 
vironment of nursery, lying-in wards, general wards and 
operating theater; 36 swabs were obtained from mastitis 
pus and infections of the newborn. 


All material for investigation was inoculated on 10 per- 
cent (sheep) blood agar, lactose fuchsin agar (after 
Endo), liver broth and acid-dextrose broth (Difco). The 
incubation period of the media inoculated with the ma- 
terial on the day on which it had been obtained usually 
lasted 24 hours; in exceptional cases, when there was 
scanty growth after one day’s incubation or after trans- 
plantation on enriched media, 48 hours were allowed. 
Special attention was paid to the growth of staphylo- 
coccus pyogenes: the plasma coagulase test was used for 
identification in addition to its typieal growth on blood 
agar (form of colonies, formation of pigment and hemoly- 
sin). 





RESULTS 

The hemolytic streptococcus, so greatly feared in ob- 
stetrics, was never found in mastitis pus and only very 
rarely in any of the other specimens. 





*Reprinted with permission from the German Medical Monthly, p. 240, 
Vol. 1, No. 8, August, 1956. Translation of article in the Dtsch. med. 
Wschr. p. 1219, Vol. 81, 1956. 

tFrom the Department of Gynecology, University of Tubingen, Tubin- 
gen, Germany. . 

$All bacteriological tests were performed by Dr. Lang of the In- 
stitute of Hygiene, University of Tubingen. 


By K. Knérr and A. Wallnert 


1. We have confirmed the findings of other investigators 
(Muth, Noack, Unshelm), that the hemolyzing staphylo- 
coccus (Staphylococcus aureus hemolyticus, M. aureus) is, 
for practical purposes, the only causative organism of 
puerperal mastitis and infections of the newborn. With 
the exception of two specimens this organism was found 
in the pus of all patients with mastitis. It was contained 
in all specimens from newborn babies with infections. The 
remaining organisms, e.g. the nonhemolyzing strepto- 
coccus, the pseudo-diphtheria bacteria, cocci of the catar- 
rhalis group and sarcina, should be regarded as non- 
pathogenic. (Fig. 1.) 


2. As for the source of infection of S. aureus and its 
mode of transmission, bacteriological investigations of the 
environment revealed that the organism was widespread 
in lying-in wards. Fig. 1 illustrates that this organism 
(hemolysin formation and positive coagulase reaction) was 
present in the nasopharynx of two-thirds of all maternity 
nurses investigated. It was also found almost invariably 
on the hands of nurses, despite the antiseptic measures 
customary in post-natal care (disinfection of hands). 


Furthermore, it was found that Staphylococcus aureus 
was generally and permanently present in the lying-in 
wards and the nurseries. Agar slides were exposed for 
an hour at various times of the day and night in the 
nurseries and lying-in wards. Almost invariably there 
was a growth of Staphylococcus aureus on the culture 
medium, whether the slides had been exposed during the 
rest or during the treatment periods. 


Approximately 90 percent of all newborn babies had 
Staphylococcus aureus in their nasopharynx (Fig. 1). 


Micrococcus 
aureus 
(hemolysin 
and coagulase 
demonstrated) 










Mpples 
Non-hemolyzing 
streptococcus 





tee erty Mothers 
Fig. 1. Frequency (in percent) with which the causative organism 
was found on the mother's nipple, or in the nasopharynx of the 
nursing staff or the newborn. 





This organism was also found on the nipples of about 
80 percent of the mothers (Fig. 1). As for the mode of 
transmission it seems particularly important to note that 
the organism was generally only found in the nasopharynx 
of babies after their second day of life and usually on 
the mothers’ nipples after the third day of confinement. 


The micrococcus invaded the eyes of the newborn babies 
on the second or third day after birth. It was found in 
three-quarters of all eye swabs beyond that stage. When- 
ever a conjunctivitis was present the organism could in- 
variably be detected. Previous prophylactic measures 
(after Credé), such as silver nitrate or penicillin eye 
drops, proved of no avail. The organism is, however, never 
or hardly ever found in the vagina, either before or after 
delivery, nor is it found in the lochia. 


The following possibilities of the origin of puerperal 
mastitis are revealed from these results: 


The organism enters the nasopharynx of the newborn 
during the course of the first few days of life, which the 
baby spends in contaminated surroundings, particularly 
in the bacteria-laden atmosphere of the nursery, and by 
contact with the nursing staff. As a rule the organism 
is traced to the babies’ nasopharynx sooner than the moth- 
ers’ nipples, and it must be assumed that it is transmitted 
to the nipple during breast feeding (contrary to the view 
of Breuning and Harnisch). A direct transmission of this 
universally present organism via the nursing staff or 
other ways to the nipples is hardly likely. 


Only in exceptional cases are the causative organisms 
of mastitis contained in the lochia, which hardly ever 
grow Staphylococcus aureus. Thus the usual mode of in- 
fection appears to be the transmission of the organism 
from the nasopharynx of the nurses or the contaminated 
air to the babies’ nasopharynx and from the mothers’ nip- 
ples. Local infection will be even more likely should there 
also be fissures (See Table I). 










Children 
Nasopharynx 69.5%, 
Eyes 70%, 













Nursing Staff 
Nasopharynx 62.2%, 


Mothers 
Vagina 2%, 





Mothers 
Nipples 778%, 


Table |. Frequency (in percent) with which Micrococcus aureus was 
found in the various groups; and diagrammatic representation (ar- 
rows) of the probable mode of transmission in the maternity wards. 


Up to the present it has been generally assumed that 
the causative organism of mastitis mainly originated from 
infected lochia. Precautionary measures were taken and 
different nurses were allocated to carry out vaginal and 
nipple care. These precautions are still customary today. 
In view of our findings it is hardly surprising that these 
procedures have done little to prevent puerperal mastitis. 


It is equally unlikely that nonspecific conjunctivitis of 
the newborn originates to any extent from the mother’s 
vagina (as postulated by Zimmer and Kremser), as the 
presence in the vagina of the responsible organism, either 
before or after delivery, can only be rarely demonstrated. 
It must rather be assumed that the pathogenic micrococci 
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are transmitted to the babies’ eyes after birth. The nursing 
staff must be considered largely responsible in view of 
the frequency with which this organism could be found in 
the nasopharynx of the attending nurses. Because of 
their universal presence these organisms are liable to in- 
vade the conjunctivae. 





SENSITIVITY TESTS 


The results of sensitivity tests further confirm the mode 
of transmission that has been suggested. 


The resistance of bacteria to certain antibiotics must be 
regarded as a genetically conditioned trait which is pro- 
duced by spontaneous mutation. The antibiotic only acts 
in the sense of “selecting” resistant organisms. The stud- 
ies of Lederberg with the replica method and the trans- 
mission of hereditary factors, as elaborated by Hotchkiss 
and Alexander, prove this point. 


The determination of resistance of the various strains of Micrococcus 
pyogenes was carried out by the “hole” test. Ten percent sheep blood 
agar was used as a medium which was coagulated in a Petri dish, 11 
em. in diameter, to a height of approximately 6 mm. A drop of a 
24-hour broth culture of the strain to be investigated and of the SG 511 
strain was spread on blood agar plates. After drying for 50 minutes 8 
holes of 1 cm. diameter were punched out and each was filled with 
0.1 mi. (500 y) of streptomycin, terramycin, tetracycline, aureomycin, 
chloromycetin, erythromycin, 0.1 ml. (10 I. U.) of penicillin and 0.1 
ml. (500 y) of the sulfonamide “‘Protozid’’ and incubated for 16—20 
hours at a temperature of 37°C. This relatively high concentration of 
the various antibiotics was chosen in order to obtain easily distinguish- 
able differences in their inhibitory action. 


The interpretation was done by comparing the results with those 
obtained on the SG 511 strain. The strains which grew up to the 
punched-out hole were regarded as resistant; those showing inhibition 
of growth for 1—2 mm. around the hole as weakly sensitive; those in 
which the sensitivity zone was 1.2 mm. smaller than that of the SG 511 
strain as moderately sensitive; those with zones of inhibition equal to 
SG 511 as sensitive and those with zones larger than SG 511 as very 
sensitive. In each experimental series the SG 511 strain was used 
as a control for the quality of the medium and to assess its sensitivity. 
In this way it was possible to take into account small variations in 
the medium. 


The bacteria which were isolated were resistant to the 
more recent broad-spectrum antibiotics or at least only 
weakly sensitive (Table II). Only erythromycin and, much 
less regularly, chloromycetin were found to be effective. 
It must, however, be emphasized that the number of 
organisms which are sensitive to erythromycin was con- 
siderably higher six months ago and has declined con- 
siderably during this period. Thus, even within this short 
period, signs of increased resistance have become ap- 
parent, although erythromycin was only rarely used clinic- 
ally and reserved for the more serious cases. 


Table Il. 


Resistance (or sensitivity) of the causative organisms. 


(Swabs of mothers’ nipples, nurses’ and newborn's nasopharynx, and 
plates exposed in nursery and maternity wards) 


























resistant) weak | moderate] good | very good 

Protozid 68% | 2% 1% 
Streptomycin 41% |12% 6% 
Penicillin 33% 25% 4% 
Terramycin 23% |23% 9% 
Tetracyline 22% 28% 9% 
Aureomycin 10% | 38% 

Chloromycetin 1% 6% 









Erythromycin 1% 





795—607 541—40% 
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Table II demonstrates the microérganisms’ resistance 
to the various antibiotics. These results more or less 
applied to the entire maternity department. There is no 
appreciable difference between the organisms obtained 
from the nasopharynx of the nursing staff or the babies, 
from the mothers’ nipples on the second to third hospital 
day, or from the pus of mastitis developed during the 
hospital stay. These findings further support the postu- 
lated mode of transmission. 


Occasionally Staphylococcus aureus was found on the 
nipples upon admission to hospital. This strain, however, 
generally proved to be very sensitive to antibiotics, even 
to penicillin, but after a few days a certain amount of 
resistance developed (Table III). Eventually the strain 
would achieve a degree of resistance which corresponded 
to that prevalent in the lying-in wards. It must, there- 
fore, be assumed that there repeatedly occurred, in the 
course of breast feeding, the transmission of the hospital’s 
strain to the mothers, until this strain finally predomi- 
nated (Napp and Clauss). 


Table Ill. Change of resistance (or sensitivity) of Micrococcus 
aureus during the hospital stay. (Symbols: —resistant: —; weakly 
sensitive: ((-+-)); moderately sensitive: (+); sensitive: +; highly 
sensitive: ++. 





Strepto- Peni- Terra- Tetra- Aureo- Chloro- Erythro- 
Nipple swabs mycin cillin mycin cycline mycin mycetin mycin 





on admission + + ~ - ++ +-+- ++ 





before the first 

















breast feeding + + > + +4 4. fe oh 
on day 3 44d) 04) C4). 004+)) ++ a ++ 
on day 4 (+) (+) (+) (+) + + +t 
on day 6 (+) a (+) ((4+)) (4) + + 
on day 7 (+) _ -_ — ((+)) + (+) 





Similar observations were made in cultures of the bac- 
teria obtained from mastitis pus. If mastitis occurred after 
a home confinement, the causative organisms were in our 
experience almost invariably sensitive to all antibiotics, 
providing there had been no previous antibiotic treatment. 
If, however, the mastitis had its onset after delivery in 
hospital the strains were markedly resistant, even though 
the actual infection may only have developed after dis- 
charge from hospital. 


The time interval between discharge from hospital and 
the onset of mastitis appeared to be of no significance; in 
some cases it even amounted to several weeks. Thus it 
is probable that mastitis arising after discharge was caused 
by the bacterial strain acquired during the hospital stay. 
The view that hospitalization is not responsible for mas- 
titis developed after discharge can no Jonger be accepted. 
Frequently it is possible to decide from bacteriological re- 
sults and factors of sensitivity or resistance, whether de- 
livery had taken place at home or in hospital. 


OPTS Be EPI EOE Te ge 


The practical measures which arise from these investi- 
gations will be chiefly concerned with eliminating the pos- 
sibility of transmission and growth of staphylococcal 
strains. Only then will the perils of maternal and infant 
infections with this extremely resistant organism be re- 
duced, and in this way alone will the administration of 
antibiotics be reduced and the risk of increasing resistance 
be avoided. 


It is of great importance to have small ward units with- 
in a postnatal department, so that the rooms can be 
emptied and thoroughly disinfected at frequent intervals. 
The results of tests carried out in operating theaters and 
general wards indicate the value of such measures. The 
fact that Staphylococcus aureus is only rarely found there 
must be generally attributed to the regular and frequent 
disinfection by scrubbing. 


It is not known, as yet, whether aerosols are suitable for 
the elimination of bacteria in rooms, and further develop- 
ments in this field must be awaited. Ultraviolet radiation 
has so far not shown any satisfactory results. Regarding 
the disinfection of hands, substances with a prolonged ac- 


tion will be particularly important (Kliewe and Lam- 
mers.) 


The surgical masks generally used contained a multitude 
of pathogenic organisms a short while after use. They 
should be changed frequently and not be touched by hand. 


Care of the nipples continues to be important. The 
possibility of increasing resistance must be considered 
when antibiotic ointments are applied to the nipples 
(Schultz). 





— SUMMARY 


In the last few years there has been a considerable in- 
crease in the number of cases of mastitis and infections of 
the newborn. In the majority of instances such diseases, 
when they do occur nowadays, are caused by antibiotic- 
resistant bacteria which can be demonstrated to be wide- 
spread in the air of newborn and obstetric wards, and in 
the nasopharynx of the nursing and medical staffs. 


Swabs were taken from the nasopharynx, hands and 
oral mucosa of the nursing staff; from the nipples and 
vagina of the mothers; and from the conjunctivae of the 
newborn. In addition bacteriological analyses were made 
of the air and furniture in wards and operating theaters 
where mothers and newborn babies had been. 


Micrococcus aureus (Staphylococcus aureus) was practi- 
cally the sole causative agent of puerperal mastitis. Vagi- 
nal and lochial flora play no role as sources of infection 
in this condition. Antibiotic-resistant bacteria first occur 
in the nasopharynx of the newborn and only later on the 
mother’s nipples. 


From this it is assumed that they reach the nasopharynx 
either from the bacteria-containing air of the wards or 
more directly from the nursing staff and are then trans- 
mitted to the mother’s nipples during nursing. 


A similar mode of transmission can be assumed for the 
nonspecific conjunctivitis of the newborn (i.e. air, naso- 
pharynx and hands of nursing staff). 


The mastitides which occur after discharge from hos- 
pital are believed to have been acquired in hospital in the 
described manner. 


REFERENCES 


Alexander, H. E., u. a.: J. Exper. Med. 97 (1953), p. 17. — Berker, 
F., Napp, J. H.: Dtsch. med. Wschr. 78 (1953), p. 470. — Breuning, 
M., Harnisch, R.: Zbl. Gynak, 77 (1955), p. 1430. — Heilmeyer, L.: 
Beitr. z. Kl. d. Tub. 111 (1954), p. 55. — Hotschkiss, D. R., et. al.: Cold 
Spring Harbor Symp. Quant. Biol. 16 (1951), p. 457; 2. Congr. Intern. 
Biochem., Paris 1952, p. 40. — Kliewe, H. Lammers, Th.: Disch. med. 
Wschr. 81 (1956), p. 724; 81 (1956), p. 156. — Lederberg, J., et al.: 
Nature 158 (1946), p. 558; 164 (1949), p. 150. — Muth, H.: Dtsch, med. 
Wschr. 75 (1950), p. 1072; Med. Klin. 47 (1952), p. 739; Geburtsh. u. 
Frauenhk. 14 (1954), p. 74. — Napp, i H., Clauss, J.: Geburtsh. u. 
Frauenhk. 10 (1950), p. 799. — Noack, : Geburtsh. u. Frauenk. 15 
(1955), p. 224. — Schultz, W.: Fa mon ig u. Frauenhk. 15 (1955). p. 
936. — Unshelm, E.: Zbl. Gynak. 76 (1954), p. 1312. — Walter, A., 
Heilmeyer, L.: Antibiotika-Fibel. (Stuttgart 1954.) — Zimmer, K., 
Kremser, R.: Geburtsh. u. Frauenhk. 15 (1955), p. 628. 


113 





Inhalation Therapy Problems in the 
Premature and Newborn Nursery 


By Heyworth N. Sanford, M.D. 
Professor and Head, Department of Pediatrics 


University of Illinois College of Medicine 


Chicago, Illinois 


ur first problem in inhalation therapy comes with the 

birth of the child. When a baby is born that is not 
breathing or in whom breathing is inadequate, immediate 
action is necessary if his life is to be saved or if he is to be 
spared damage to his brain from anoxia. Only a few min- 
utes of inadequate oxygen supply to the brain are needed 
to cause very serious injury. 

Wyman Cole, M.D.,’ Detroit, expresses this very nicely 
by the statement “An apneic baby can be compared to an 
intoxicated man who has been struck by an automobile 
and knocked to the pavement. He is in a certain amount of 
shock, he may have a cerebral injury, he is partially anes- 
thetized and may well have aspirated vomitus or mucus. 
The most inexperienced person knows that this man must 
be moved as little as possible, that he must be kept warm, 
and that his mouth must be kept open and his throat 
cleared so that he can breathe, before anything else is 
done. The same principles must be followed with a baby.” 

This means that we have three cardinal principles in 
resuscitating the fewborn infant: First, minimize shock; 
second, provide an open airway; and third, provide oxy- 
gen for the lungs. We can dismiss the first two quickly, 
although they are perhaps the most important, and get to 
the final topic. Shock may be minimized by gentleness in 
handling, avoiding violent means of stimulation, and keep- 
ing the baby warm. An open airway is provided by simple 
aspiration of the mouth and pharynx of blood and mucus, 
combined with postural drainage. 

I wish to emphasize this need for oxygen in many full- 
term and premature infants at birth, especially those de- 
pressed by anesthetics or long labor. The normal term 
infant exists in the uterus at a blood oxygen saturation 
level of 50 percent. If untraumatized and not depressed by 
drugs that have entered the circulation through the pla- 
centa, he will, within 15 to 30 minutes after delivery have 
made adjustments that will have raised this to 90 or 95 
percent saturation of the blood. To put this in a better 
way, in a group of infants studied by Taylor’? when re- 
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gional anesthesia was used, 45 percent of the infants had 
achieved 90 percent oxygen saturation by one hour of life, 
while three hours were necessary to attain this saturation 
when a general anesthetic such as ether was used for the 
delivery. 


THE PREMATURE 


In the premature infant we have a much more serious 
condition. Here the immature infant has a much-reduced 
ability to oxygenate its blood because of the immature 
cerebral respiratory center and poor muscular control of 
the thorax and diaphragm. There is a striking immaturity 
of the capillaries of the premature infant as compared to 
the full-term infant. This results in 100 percent of all 
premature infants under 1,500 grams reaching less than 85 
percent oxygen saturation at one hour, and only 38 percent 
of those under 2,500 grams can reach this saturation. This 
suggests that the degree of blood oxygen saturation is 
directly proportional to birth weight. 

While in both groups the arterial oxygen capacity is 20.8 
volumes percent at birth, this content in the normal infant 
may be as little as 10.5 volumes percent, and in the as- 
phyxiated as little as 1.0 volume percent. However, the 
carbon dioxide tension in the normal infant is 32 mm. of 
mercury, while in the asphyxiated infant it has increased 
to 65 mm. of mereury—thus very well indicating that what 
the asphyxiated newborn needs is oxygen, not carbon 
dioxide. 

In larger prematures, or full-term infants who are mak- 
ing respiratory efforts, most of the time all that is neces- 
sary is to administer oxygen by either face mask or an 
appropriate incubator. In a short time many of these 
infants will gradually expand their lungs sufficiently to 
carry on respiration. The need for further oxygenation 
will therefore depend on the individual infant. The major- 
ity will be sufficiently expanded so that they can dispense 
with this extra oxygen. However, smaller infants and 





e- 
e 
oo 
o 
o~ 
.- 
e- 
e 
or 
e 
e* 
Lal 
e- 
e- 
e- 
e- 
e 
e- 
e- 
e- 
e 
e 
e 
e 
e 
e- 
e 
ee 
e- 
i 
e 
i 
e 
e 
+ 
a 
+ 
e 
& 
e 
e 
e 


TrrrreTTeeee eee eetereecesecccevesrerscet: 


\ 





those suffering from shock, injury, or narcosis, will need 
some further aid in obtaining enough oxygen. 

Numerous types of mechanical respirators have been 
devised for this purpose. In general, their basic principle 
depends on some method of providing oxygen under posi- 
tive pressure. This may be combined with negative pres- 
sure on the thoracic cage, or by positive pressure only. 
Negative pressure is usually accomplished by either actual 
decompression of the apparatus which surrounds the tho- 
rax, by rocking the infant to cause alternate raising and 
lowering of the diaphragm, or by electrophrenic stimula- 
tion. None of these methods has proven successful with the 
premature infant, and only partially so with the full-term 
infant. The continued high mortality rate is evidence of 
this failure. 

The rocking bassinet offers some possibilities, as we have 
physiological and clinical proof that it is of value in post- 
poliomyelitis paralysis, but I must admit that we have had 
no great success with it in the newborn. This also applies 
to electrophrenic stimulation*; while it was successful in 
some instances of atelectasis, in the majority of infants, 
tiring of the phrenic nerve as a result of intermittent 
stimulation was the unfortunate result in most instances. 

One great objection to these methods is that it is difficult 
to adjust any machine to coincide with the respiratory 
attempts of the infant. If the movements of the apparatus 
do not coincide with the breathing of the baby, they may 
actually interfere with it. 


USE OF AIR-LOCK 

Perhaps a move in the right direction is in the Air-Lock 
devised by Bloxsom‘ on the theory that rhythmically 
applied alternating compression and decompression, such 
as occurs during birth through the birth canal, is essential 
to “condition” the infant for respiratory function after 
birth. The asphyxiated infant is immediately placed naked 
in the warmed, humified chamber containing an atmos- 
phere maintained at 60 percent oxygen concentration, and 
the chamber is locked. The pressure within the chamber 
is then raised to three pounds per square inch, at which 
point an automatic trip mechanism allows the pressure to 
fall to one pound, from which it is again raised auto- 
matically to three pounds. This cycle of alternating in- 
creased and decreased pressure is kept at two pounds until 
all evidence of residual cyanosis in the hands and feet has 
disappeared. 

Some of the benefits claimed for this method of treat- 
ment are that oxygen under pressure favors its absorption 
through the skin and mucus membranes, and that by ex- 
pansion of gases amniotic fluid and secretions are forced 
from the air passages. It is also thought that alternating 
changes in pressure will condition the infant’s respiratory 
activity in a manner simulating that normally produced 
in passage through the birth canal. 

This has become a very controversial subject. The 
physiologists state that gaseous exchange is not aided by 
the alternating variations in pressure which the machine 
uses. However, use of the machine has the indirect virtue 
of keeping the baby in a closed chamber where it is protec- 
ted from the overenthusiastic efforts of unskilled personnel. 
Those hospitals in which it is in use believe that clinically 
it is of considerable value. Others have discarded it as 
being of no advantage over a well-constructed incubator. 





HIGH INTERMITTENT PRESSURE 

A new concept of expanding the lungs of very small 
prematures has been advanced by Day.’ The essential 
principle of the concept is that it may be possible to ex- 
pand the resistant lung of a very small premature by 
making, through a tight face mask, frequent short blasts 


of pressure which are above the limits of safe tolerance, 
if maintained for any length of time. By making pressures 
up to 40 cm. or even much higher for only a fraction of 
seconds at frequent intervals, the lungs and thorax are 
gradually expanded without running the risk of rupturing 
the lung. 

Experimental work so far indicates that this method 
may prove to be highly successful in infants that were 
formerly thought to be hopeless. Equipment is being de- 
vised to carry out this procedure which should not be 
excessively expensive or difficult to operate. It is entirely 
possible that the next few years will see wide adoption of 
this concept. 

Probably one of the greatest advances in the treatment 
of premature infants in the last few years is the free 
administration of oxygen. However, this has no doubt 
been carried to excess. Many of us have thought for a long 
time that this was used indiscriminately without due 
thought of its necessity, but believed that this excess was 
only wasteful. There is now considerable evidence that this 
excessive use of oxygen is undesirable and may be harmful 
to the small premature infant because of its aggravation 
or perhaps even cause of retrolental fibroplasia. 


DANGER OF RETROLENTAL FIBROPLASIA? 


It has been intimated in Europe for several years that 
the fact that very little oxygen is used abroad might be a 
factor in the very low incidence of the disease there. How- 
ever, it remained for Szewczyk® to make definite observa- 
tions on this condition. He found that hypoxic retin- 
opathy tended to appear most frequently in babies kept in 
high, but also varying concentrations of oxygen for over 
six days. It was most severe in babies kept in varying 
concentrations for long periods of time. It was much less 
frequent and less severe in babies receiving oxygen in 
low concentrations. The disease can be produced by sud- 
denly withdrawing babies from a high oxygen concentra- 
tion, and can be made to regress by restoring them to an 
atmosphere of high concentration. 

Whether high oxygen concentration is the cause or not 
of retrolental fibroplasia remains to be proved, but the 
idea has become so prevalent that oxygen is now being 
almost eliminated from premature infant care. It should 
be emphasized that Szewezyk does not say this at all. He 
says that a sudden withdrawal, or giving high concentra- 
tions over a period of time will cause it. 

From 1942 to 1947 we’ cared for 101 premature infants 
under 1,500 grams, six percent of whom suffered from 
retrolental fibroplasia. From 1948 to 1953 we cared for 519 
premature infants under 2,500 grams, 120 of whom, or 
22 percent, were under 1,500 grams. There were no in- 
stances of retrolental fibroplasia in any of these infants. 
There was no change in the care of these babies during 
this nine-year period, except the greater use of oxygen in 
the later group. All were given 40 percent oxygen for 48 
hours after birth, and all under 1,500 grams were given 
continuous 40 percent oxygen from birth until they had 
regained this weight. The average amount of oxygen for 
those under 1,500 grams was 5,000 cubic feet per baby. 

Gordon® states that in the Johns Hopkins nurseries 
infants under 1,500. grams are placed in incubators only 
if deemed necessary by the medical personnel, with a con- 
centration of 30 to 40 percent oxygen. This is measured at 
eight-hour intervals. They are not kept longer than 24 
hours, unless it is thought necessary by the medical at- 
tendants. 

This seems to me to be extreme and unnecessary. Ob- 
viously oxygen should not be administered to premature 
babies unless necessary, but this necessity can be told by 
the child’s color. In other words, if the color is pink, no 
oxygen is necessary. If the child is cyanotic or any other 
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color than pink, oxygen is necessary. The concentration 
of oxygen necessary to maintain his pink color is the 
correct quantity. This may be anywhere from 30 to 60 
percent. 


NEED FOR CONSTANT CONCENTRATION 


This concentration should be kept as low as possible, 
but, more than anything else, it should be kept stable, at 
a constant concentration. This may be accomplished by 
an incubator that is so constructed that ventilation takes 
place only through a few predetermined unadjustable 
openings—that is, there should be no leaks. 


The oxygen inlet tube should be in such a position that 
the incoming oxygen is well diluted before it strikes the 
baby. In some incubators the inlet tube is placed within a 
few inches of the baby’s head, so that simply by changing 
his position the baby is subjected to varying concentrations 
of oxygen. This is very undesirable. In an incubator whose 
ventilation is determined by a small, constant-speed circu- 
lating fan, the oxygen concentration can be controlled by 
the oxygen liter flow valve. This will be from four to six 
liters per minute. 

Regardless of the kind of incubator used, there is only 
one way to determine the actual concentration—by meas- 
uring the concentration at regular intervals, usually about 
three times in 24 hours, provided the nursery temperature 
is constant, and the oxygen supply is piped in at a con- 
stant pressure. 

If the child is not kept in oxygen over six days, it is 
unnecessary to undergo a weaning into normal atmosphere, 
providing there is no respiratory infection or anemia 
present. However, if he has been kept in oxygen over a 
week, it is necessary to wean him into a normal atmos- 
phere slowly. This may be accomplished by reducing the 
concentration by 20 percent increments at weekly inter- 
vals. For example, if the child has been in a concentration 
of 50 percent oxygen, it should be reduced to 40 percent, 
then in a week to 32 percent, and in another week to 26 
percent oxygen. 


OTHER TECHNICS 


While oxygen alone has been the medium of choice for 
many years, formerly carbon dioxide was added. There 
have been some observations, particularly by Miller’ that 
might indicate that the use of carbon dioxide did have a 
physiological basis. He has found that five percent carbon 
dioxide added to 20 percent oxygen is a more powerful 
stimulant to respiration for a healthy full-term infant 
than 100 percent oxygen. Also, full-term infants have ‘their 
minute volume restored more rapidly when five percent 
carbon dioxide was added to oxygen concentration of from 
12 to 95 percent oxygen, than when 100 percent. oxygen 
was administered alone. The age of the infant had but 
slight effect on this response. We therefore may find small 
concentrations of carbon dioxide (not over five percent) 
returning to our procedures for resuscitation purposes in 
the asphyxiated newborn infant. 

In addition to the use of oxygen in the management of 
newborn infants, and prematures with respiratory diffi- 
culties, the last few years have seen the addition of other 
technics. The recent interest in hyaline membrane pneu- 
monia and the mounting evidence of the frequency with 
which it occurs have stimulated a great deal of investi- 
gation in the therapy and prophylaxis of this disease. 


Many observers have noted marked improvement in the. 


condition of premature infants and newborns with respira- 
tory distress when placed in atmospheres of high humidity, 
up to 90 percent. This might be termed as tracheal therapy, 
and has led to a great number of additions of many sub- 
stances to our first treatments with increased humidity. 
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AEROSOL THERAPY 





Aerosols are relatively stable suspensions of liquids or 
solids in air or oxygen. Numerous factors are involved in 
the determination of aerosol retention in the respiratory 
tract and diffusion into the blood streams. The most im- 
portant factors are the particle size distribution, which 
depends essentially on the size of the nebulizer, and the 
precise technic employed, and the degree of disposition of 
the particles, which depends for the most part on their 
impingement, settling, and diffusion by brownian move- 
ment. 

The pattern of the ventilatory curves, particularly the 
respiratory rate of the tidal aid, and the degree of bron- 
chial spasm, which governs the penetration of the mist to 
the terminal bronchioles and alveoli, is also important. 
Aerodynamic factors such as turbulence and influence on 
the size and life of the particles themselves—namely, the 
stability and surface tension of the aerosols—are essential. 


The selection of the proper nebulizer for the production 
of aerosols is of primary importance. True nebulizers 
differ from the atomizers in that they are constructed with 
a baffle which removes from the mist the large particles 
which cannot penetrate the lower respiratory tract and 


-which on impinging there may irritate the patient’s tongue 


and throat. The majority of the nebulizers which are com- 
mercially available are really atomizers. 


TWO IMPORTANT FACTS 


The exact particle size distribution of the aerosol governs 
the degree of retention and site of disposition. Two im- 
portant facts should be kept in mind: (1) Larger particles, 
such as those produced by most commercial nebulizers, 
tend to be deposited on the tongue, pharynx, and larynx, 
and do not reach the bronchioles or alveoli; (2) the par- 
ticles much smaller in size tend to be exhaled rather than 
depdésited on the bronchopulmonary surface. At some op- 
timum size, maximum alveolar deposition will occur. 

Nebulizers should be constructed with a suitable baffle 
to remove the large particles and insure a uniform delivery 
of small particles, preferably with the majority of radii 
in the 0.5 to 2.0 micra range.” The life of inspired particles 
should be prolonged so that the lung will retain a high 
percentage of them. Penicillin and streptomycin aerosols 
are sufficiently stable and do not require the addition of 
glycerine. Most of the pharmaceutical preparations of 
the various epinephrine derivatives employed as aerosols 
contain up to 10 percent glycerine which lowers the vapor 
pressures, stabilizes the mist by lowering droplet vapor 
pressure, and reduces local irritation. 

A second important factor which controls the particle 
size and persistence of aerosols is the surface tension of 
the droplet. Lowering of the surface tension may produce 
a different particle size distribution, but the stability may 
also decrease if smaller particles are formed. Commonly 
employed agents which lower the surface tension of the 
particles are the detergents. 


In aerosol therapy, the following agents are used: water 
(the usual base), detergents, antibiotics, alcohol, and en- 
zymes. These are all based on the theory that infection of 
the respiratory tract may depend upon changes in the 
physiology of the tract itself. Humidification therapy 
should be considered in the treatment of any irritation of 
the tracheobronchial tree. It is not easy to achieve 100 per- 
cent saturation in an environment of about 70°. Even if it 
is achieved at the oropharynx, the inspired air enters the 
bronchial tree, where the temperature is 90° or above if 
the individual has any fever. The air must not only be 


fully saturated, but must contain fine moist droplets to: 
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insure the high percentage of humidity as it passes into 
the lungs. 

Whenever therapeutically indicated, continuous adminis- 
tration of cold water vapors or detergent aerosols should 
be introduced into enclosed oxygen tent units. The thera- 
peutic objective to achieve is, first, high humidity. Above 
95 percent relative water vapor saturation is best. Second- 
ly, stability of small particle size aerosols is necessary, 
and third, an adequate cool temperature control within 
the tent. Lastly, it is very necessary to prevent raining 
out on the patient or tent of loose droplets of moisture 
when the humidified, moisture-laden air becomes rapidly 
dehumidified by impact with cold currents. 

The temperature within the covering space should be at 
least 70°, and the relative humidity of 85 percent, both 
reached in 20 minutes. Oxygen concentrations of 50 per- 
cent and carbon dioxide of one percent are about average. 
The therapy should be continued for one to seven days. 





HYALINE MEMBRANE DISEASE 


The recent interest in hyaline membrane disease and 
the mounting evidence of its frequency have stimulated 
considerable investigation to its prophylaxis, and possible 
therapy. Many observers have noted marked improvement 
in the condition of prematures and newborn infants with 
respiratory distress when placed in an atmosphere of high 
humidity up to 90 percent. For this reason, all infants re- 
quiring resuscitation, those with respiratory distress, and 
infants delivered by cesarean section should be benefited 
by these procedures. 

High humidities are best obtained by completely closed 
incubators (such as the Isolette, or Armstrong HH model 
Mark 111). There is also certainly a physiological basis, 
whether or not the clinical results may be debatable, of 
adding a detergent to this therapy. The one most com- 
monly used is Alevaire, which contains 0.125 percent of 
oxylated tertiary octophenol formaldehyde polymer (tri- 
ton WR 133) with two percent sodium bicarbonate and 
five percent glycerine. 

This can be administered in full strength by means of a 
large reservoir nebulizer (I.E.C. No. 500 nebulizer Nebu- 
laire). An oxygen flow of at least six liters a minute is re- 
quired for the proper functioning of this nebulizer, and 
excessive high oxygen concentration may be avoided by 
opening the air vents or by operating the nebulizer with 
a mixture of oxygen and air. Opening the air vents does 
not interfere with the maintenance of a fine mist in the 
incubator. 

There is no standard as to the length of time such ther- 
apy with detergents should be used. I do not like to use it 
for more than 48 hours, or on a short-term basis. Others 
will use it for several days. There does not seem to be any 
harm in this practice, but I do feel that any good that is 
going to be accomplished will be done by 48 hours. I then 
shift back to high humidity alone. 

Occasionally a nurse will feel that a baby receiving de- 
tergent therapy, especially one suffering from hyaline 
membrane, has more difficulty when placed in this atmos- 
phere. Under such conditions I withdraw the therapy at 
once and use oxygen alone. Also, in long-term detergent 
therapy a harmful effect may result from the plastic 
mechanism of incubators, and even their finishes. 





NATURAL FOG 

I have had no experience with fog therapy for new- 
borns, but believe that there might be an idea here. In 
babies who did not require extra heat, in whom any form 
of incubation would be unnecessary, it might be of value. 
This therapy is based on the idea that when nature com- 
bines two streams of air. one chilled and one heated, the 


result is natural fog. Inasmuch as microscopic drops of 
water are needed to penetrate the tiny filaments of the 
respiratory system, this might be a procedure of value. 
Ordinarily when precipitation occurs these droplets have 
agglomerated into clusters of water too large to reach and 
moisten the microscopic bronchioles which feed air to the 
individual’s lungs. Fog generators now obtainable remove 
these large droplets by cooling, warming, and recirculat- 
ing the air. Here there is no chance of agglomeration, and 
without this there can be no precipitation. Without this 
precipitation true supersaturated humidity can be freely 
obtained and administered. In this way one can maintain 
in the space around the bassinet or bed any temperature 
wished, from 60 to 85°. This allows freedom of movement 
for the personnel, and ample space for the infant’s care. 

Other additions to aerosol therapy are the antibiotics. 
The ones most used at the present are penicillin 1,000,000 
units in 500 ec. of diluent (this may he water or deter- 
gent); streptomycin 1.0 gram alone or combined is also 
used. These are given in approximately eight hours, as it 
takes this time for the evaporation of the 500 cc. of diluent, 
employing 12 liters per minute oxygen flow. 

Alcohol vapor is used in adults for acute pulmonary 
edema. I am not aware that it has ever been used for the 
newborn. This is given in concentration at 35 percent 
placed in a reservoir with a long tubal connection, as a 
mixture of oxygen and alcohol is explosive. The therapy 
is based on the idea that alcohol increases surface tension, 
thus tending to prevent or eliminate frothing which might 
further block the bronchioles. 





THE ENZYMES 

The last substances to be mentioned are the enzymes. 
These again have been used almost exclusively in adults 
for debridement of the fibrinopurulent and mucus secre- 
tions of the tracheobronchial tree. An example of these 
agents is pancreatic dornase. This substance has the prop- 
erty of degrading desoxyribonucleoprotein, an important 
constituent of purulent exudate. There is no appreciable 
self-absorption of these products by the patient. This 
might be an idea in the treatment of hyaline membrane 
disease. The amount given in adults is 50,000 to 100,000 
units of aerolized pancreatic dornase, repeated at six to 
eight-hour intervals. The length of treatment is two to six 
days. It is aerosolized by direct nebulizer-oxygen flow 
technic or by intermittent positive pressure breathing with 
a Bennett valve. 

The use of inhalation therapy in the newborn and pre- 
mature infant is one of the great advances in the treat- 
ment of the respiratory disturbances occuring in these 
children. Moreover, one has the feeling that as yet the 
subject has only begun. With further study and experi- 
mentation, this form of treatment can be utilized to its 
fullest extent. 
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Nursery Layout At Nebraska Hospital 


Because nursery layout is a subject of continuing interest, 
HOSPITAL TOPICS from time to time publishes in the 
OB department picture stories on layouts in specific hos- 
pitals. One of the early stories on this subject showed 
the premature and newborn nurseries at the University 
of Nebraska Hospital in Omaha, as they appeared when 
they were new, in 1954. 

The premature unit was built to accommodate 14 
infants, with two cubicles for observation and two for 
isolation, while the normal newborn nursery was planned 
to accommodate 20 infants, 10 in each of two rooms, with 
four spaces available for observation. Each eubicle has 
piped-in oxygen. Compressed-air inlets also were in- 
stalled. Both the normal newborn nursery and the pre- 
mature unit are air-conditioned. 

Primary function of the premature unit is of course to 
supply specialized care for premature and immature in- 
fants in Nebraska, but another important function is the 
provision of clinical facilities for training medical and 
nursing personnel. 


Looking from the entrance into the nursery section. The normal 
nursery is on the left; the premature nursery on the right. 
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Top: Nurse holding baby in one of the observation cubicles of 
the University of Nebraska's premature nursery. There are two 
cubicles for observation and two for isolation. 
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Below is floor plan for the normal and premature nursery. 
At right is shown the layout of the observation nursery. 
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Above: A nurse tends to an infant in one of the 20 cubicles of the 
normal newborn nursery. 
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Below: Three infants are shown in separate cubicles of one corner 
of the premature nursery. Oxygen inlets are on the right-hand wall. 
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Informative Pamphlets 
Make Patients Stay 
More Pleasant 


@ Slightly more than 1,800 maternity patients (1,878 
in 1957) each year for the last four years have left 
the Charles T. Miller Hospital, St. Paul, Minn., with 
a recollection of a hospital stay that was both in- 
formative and pleasant, thanks to a system of pam- 
phlets and schedules. 


The system is simple, almost cost-free, yet it saves 
hours of valuable nursing time, makes patients more 
cooperative, and prepares them for the job of mother- 
ing a new baby when they get home. 


Instituted four years ago by Cecilia Grabow, R.N., 
head nurse on the postpartum floor,* with the help 
of Phyllis Lee, R.N., supervisor- nstructor, and her 
predecessor, Mrs. Helen Merrill, R.N.; Elizabeth 
Kraft, R.N., head nurse in the nursery; and Mar- 
garet Pfund, R.N., head nurse in the labor and deliv- 


*Miss Grabow is now assistant obstetrical supervisor and instructor. 





ery room, the system of mimeographed bulletins and 
pamphlets grew out of a real need. 


Miss Grabow explains: “Patients hesitated to ask 
questions about their care—felt nurses were too 
busy. Most grumbled over things they didn’t under- 
stand, and complained to doctors that care differed 
from previous instructions by physicians. Some pa- 
tients were wandering off, taking sitz baths by 
themselves. The situation was a confused one. 


“We tried oral orientation, of course. But that 
takes time. Often the patient forgets salient points 
or will get conflicting instructions from _different 
nurses. So we decided to put in writing everything 
we could think of that would inform the patient— 
keep her advised of what we were doing and of the 
various medications, treatments, and services avail- 
able to her.” 


The pamphlet series begins with a clever, illus- 
trated booklet entitled “Happy Birth Day.” This is 
also used in parents’ classes. Some doctors have 
requested copies for distribution to patients. Not 
infrequently, an expectant father will be seen perus- 
ing a copy as he frets his way through the delivery 
period. : 

Since many patients arrive at the hospital in the 
early stages of labor not fully comprehending the 
process or their own role in the various stages, the 
booklet is often very helpful to the patient in labor. 
It describes correct breathing, details each step in 
the three stages, and does much to calm the fears 
and nervousness of the first-time mother. 


For many new mothers, the delivery room itself 
is a mystery—thus, while contractions are in the 
beginning stage she can look over the paragraph 
which describes the procedure in the room: 


“When you are on the delivery table there will 
be a nurse or doctor with you at all times. You will 
be put into position for delivery, lying on your back 
with legs in leggings, up in stirrups. There will be 
handles for your hands to grasp, and your hands 
will be in wristlets to keep your hands from con- 
taminating the delivery area.” 


Cecelia Grabow, R.N., now assistant obstetrical supervisor, pre- 
sents Miller Hospital pamphlets to a maternity patient. Having 
information and schedules in print saves valuable nursing time, 
adds to patients’ understanding of hospital routine, medical care. 
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After delivery, when the patient has been installed 
in her own room, a nurse will give her two more 
booklets. One, titled “Mother Matters,” comes with 
a pink or blue cover, a touch which almost every 
patient comments upon with appreciation. In this 
booklet is, first of all, a warmly congratulatory mes- 
sage, followed by a complete schedule of the hos- 
pital day. 


“The maternity patient does receive a great deal 
of care, and correlated with her care is the care of 
the new baby, which makes a full day,” Miss Grabow 
points out. “But, if the patient is cognizant of the 
schedule, it ceases to seem hurried, confused, and 
demanding.” 


Coupled with knowledge of the schedule is another 
unifying factor: team nursing has replaced function- 
al nursing. The patient, having the same nurse tend- 
ing her for eight consecutive hours, has a definite 
sense of organization. 


“Mother Matters” is revised frequently, after con- 
ferences with obstetricians registered at the hospital 
and nurses on duty there to be sure that all points 
are covered and that anything new in the way of 
treatment is touched upon. 


“We have made this booklet as detailed as pos- 
sible,” Miss Grabow says. “We have had patients 
here just out of high school, and we have some who 
come in after a number of years between babies and 
find procedures considerably changed. So we put in 
everything, from the fact that ‘pain pills’ are avail- 
able, not just for ‘after pains’ but for any discomfort 
the patient may experience, to a listing of visiting 
hours and the best exit to use when patient and 
baby are released.” 


Recently added to the booklet is a paragraph in- 
viting patients to consult with any of the nurses or 
supervisors on questions or problems troubling 
them. “With the time saved from the routine of 
orienting patients verbally, we have more time to 
devote to a personal approach to patient care,” 
Miss Grabow says. “This can often be very impor- 
tant, relating to the patient’s physical well-being.” 


She has listened and helped with problems ranging 
from “My other children have the measles; I just 
don’t know what to do about taking the baby home” 
to “I’ve been told my baby is handicapped. Is there 
anything to be done?” 


Often the hospital finds a temporary housekeeper 
to help through a home situation, or it will keep 
the baby for a few days while the mother goes home 
to cope with the problem. The staff is, of course, 
conversant with all the services and facilities avail- 
able for the handicapped child. Also, it frequently 
recommends a call to a special organization at the 
University of Minnesota, where a specialist will 
answer any questions related to heredity and con- 
genital malformations, for parents of a handicapped 
child who want to know how likely it is that they 
will have another similarly handicapped. 


Sometimes the problem is a personal one, the 
patient expressing a need “just to talk to another 
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woman.” 


Along with “Mother Matters,” which clears up 
most questions and informs the patient on most 
aspects of her hospital stay, she gets a booklet on 
her choice of breast or bottle feeding. These serve 
still further to fill in any gaps in patient knowledge. 
The breast-feeding manual contains the patient’s 
individual schedule jotted down on a special page 
for that purpose, worked out on the basis of her 
milk supply, the baby’s weight, and any other per- 
tinent factors. This is checked over with her by 
one of the nursery nurses. 


There is also a fact sheet on bathing the baby. 
From time to time, Miss Grabow orders reprints 
made of pertinent comments by obstetricians, child 
psychologists, nutritionists, and other authorities. 


Commenting on the pamphlet system, one obstetri- 
cian said that it is a great time-saver for doctors, 
and goes far toward introducing a patient to new 
technics in postpartum care. “Early ambulation, tub 
baths, etc., are more cooperatively received and 
their purpose better understood this way,” the doc- 
tor said. “The printed explanation is always bet- 
ter—then, if the patient has any questions, she can 
refer to the manual.” 


The hospital also encourages follow-ups. Patients 
are urged to give the hospital a call about any prob- 
lems that come up after the return home. “Naturally 
we cannot answer questions that call for an individu- 
al answer from the pediatrician or family doctor, 
but we can answer many general questions satis- 
factorily, thus saving the doctor’s time and keeping 
the parents from seeking information from unquali- 
fied sources,” Miss Grabow says. 


In addition to questions which are more or less 
expected—what to do for diaper rash, how to take a 
rectal temperature, what is the proper procedure at 
some point in the process of terminal steriliza- 
tion—the hospital gets a wide variety of off-beat 
queries. Samples: What caused the bottles of for- 
mulas to explode? (Answer: Capped too soon and 
too tight.) Could I have your recipe for chocolate 
cake? (Always obliging, the hospital furnished the 
recipe, after cutting down to family size a recipe 
that serves 49.) 


“The old concept of arbitrary hospital care is 
gone,” Miss Grabow contends. “We feel if a patient 
is intelligent enough to care for and guide another 
human being, she is intelligent enough to be given 
any information about her care. If a patient asks— 
and often just routinely—we are glad to tell her 
what the medication is for—by name or by purpose. 
This not only contributes to the patient’s knowledge 
and peace of mind, but often averts some complica- 
tions—for example, a patient may know that she is 
allergic to a certain drug and, informed of the con- 
tent of the medication offered her, can then re- 
fuse it.” 


The information program has promoted such de- 
sirable practices as breast-feeding, rooming-in, and 
early ambulation and, in general, has made the pa- 
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tient more aware of recommended procedures in 
health and child care. 


Miller Hospital has a capacity of 44 in the post- 
partum section, and 46 in the nursery. 


Infant Feeding and 
Emotional Security 


By O. William Anderson, M.D. 
Seattle, Washington 


@ The following article is reprinted by permission of the 
author and Northwest Medicine, where it appeared, Feb- 
ruary, 1955. 


NFANT FEEDING, as with all other technics of our culture, 

has gone and probably will continue to go through 
various vogues and fashions. This is true from the nu- 
tritional standpoint, but the philosophy of how and when 
to feed a baby has varied as well. Of course, no one 
method has at any time been universally used, but it 
would be fair to say that at various times one approach 
has been the most popular, or let us say, most talked about. 

During the second, third and fourth decades of this 
century when nutrition as a science was making great 
strides, infant feeding, especially for the artificially fed 
infant, was a fertile field for application of many new 
principles, and it is certain that the baby’s lot became 
a better one, at least from the life-expectancy standpoint. 
More and more people sought physician help to advise 
them in care of their babies. Since this new science had 
learned the fluid, caloric and other nutritional require- 
ments of the baby, the physician adviser set out to use 
it in such a way that the baby was fed quite exactly 
the fulfillment of these requirements. This necessitated 
the preparation of quite an exact formula and the giving 
of exact amounts of this formula, and it follows that this 
latter requirement would be better carried out with quite 
an exact feeding-time schedule. 

From a philosophic standpoint it was felt that the baby 
might as well know at an early age who was boss, and if 
he were fed in an orderly way, he would be helped to learn 
at an early age to live an orderly life. As a result, mothers 
who were breast feeding their babies were encouraged 
to nurse their babies for given lengths of time and on 
schedule—this in contrast to former days when most 
mothers probably fed their babies on semi-schedule worked 
out by mutual agreement between the mother and child. In 
retrospect this might be called the era of “exact infant 
feeding.” It goes without saying that in carrying out this 
regimen in the home a good deal of fudging went on and, 
on the whole, everything worked out satisfactorily. There 
were cases where such a plan of exactness was entirely 
suitable to the mother and child and here again the result 
was satisfaction. However, there certainly were also cases 
where these methods were not appropriate, and the con- 
scientious mother blindly attempted to force herself and 
her baby to do as they were told. The result was frustra- 
tion for both mother and infant. 


RIGID VIEWS RELAXED 
It was probably during the thirties that it became ap- 


parent that nutrition was not such an exact science and 
that man had been endowed with a goodly amount of toler- 
ance from the standpoint of his dietary requirements. At 
least it became apparent that most infants did equally 
well on several different types of feedings. It seemed to 
some that probably the only really big advance in the 
science of infant feeding, other than the knowledge of 
vitamins, was importance of cleanliness with the milk. 
As a consequence the formula feeding tended to become 
less complicated and it seems natural that now the rigidity 
of amounts to be fed and the time schedule would relax. 

The relaxation of rigidity in amounts and timing that 
could be expected has come about in a big way in the past 
decade. This has brought in the era of what is called “self- 
demand infant feeding.” It cannot be doubted that this: 
attitude now is a very popular one. For the most part if 
an infant is artificially fed he now gets a very simple 
formula. In many cases simple cow’s milk that has been 
properly cared for by pasteurization, curd modification, 
and so forth, is found satisfactory. Along with this simple 
feeding the mother is told to feed the child the amount he 
wants when he is hungry. From the nutritional standpoint 
the results appear equally as good as those of the “exact” 
era. 


INFANTS, INDIVIDUALITY, EMOTIONS 


Again from the philosophic standpoint this era of self- 
demand feeding has coincided with a period when more and 
more people have taken a sympathetic attitude toward the 
emotional well-being and development of the infant from 
birth on. When the infant is viewed in this way it becomes 
apparent that he does have an appetite, he does have hun- 
ger pains, and he does derive emotional satisfaction from 
food as well as fulfillment of his physiologic needs. It will 
be seen also that his appetite varies from time to time and 
that his hunger pains do not necessarily coincide to the 
rhythm of some schedule dictated by a third party, and 
further it will be observed that an infant is an individual. 
In all these ways he is pretty much like the adult he is 
going to be. 

People who are psychologically minded are finding more 
and more evidence that the experiences of infancy and 
early childhood have a profound effect on the entire person- 
ality structure of the future adult. It will be agreed that 
much of this material is as yet controversial, but certainly 
not entirely so, which means that our attitudes and meth- 
ods of infant care are tremendously important. Since feed- 
ing is one of the most important if not the most important 
of events in the infant’s life, this subject is worthy of 
much thought. 
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The “self-demand” philosophy of infant feeding implies 
that effort is being made to give the baby the greatest 
possible emotional gratification, and since he is getting his 
food in the amount and at the time he wants it, he is given 
an opportunity of self expression at the earliest possible 
age. The attitude that people take on this subject varies 
widely, but to some it has become almost a fetish, and it 
may be that in those instances the pendulum has swung 
too far. 


NOT SELF DEMAND BUT SELF REGULATION 


The late C. A. Aldrich may be considered as one of the 
pioneers in advocating breaking away from the strict 
routines. He felt the danger of going too far, and he de- 
plored the term “self-demand” because of the connotation 
that we were letting our infants make demands on us, 
which should not be the case. He felt that a better term 
would be “self-regulation” in that a reasonable effort was 
being made to feed the infant according to his needs as an 
individual.’ 

In practice the doctor finds the mothers’ response to this 
plan of feeding their babies an extremely varied one. With 
most mothers, when a sensible plan is outlined, they will 
respond that they agree that it is best to try to work things 
out best for their baby. There are other mothers, however, 
who, when feeding is being discussed, reveal a spoken or 
unspoken need for specific instructions and feel lost and 
uncertain and afraid to proceed until they have been told 
specifically what to do. Many of this group, if they are not 
finally given specific instructions, will proceed to put the 
baby on a time-and-amount schedule of their own choosing. 
Usually they are quite unconscious of the fact that they 
are doing this. Then there is the group who have to do 
things by extremes, and since they have been told to feed 
baby when he is hungry, proceed literally to carry out the 
instruction, sometimes with weird results. (It may be that 
in these instances they are preparing the infant for a life 
of anarchy!) A multitude of variations from the men- 
tioned attitudes are seen every day. 





BABIES ALSO VARY 


As has been said, the authorities’ attitude toward this 
problem varies, and, also, the mothers’. But the babies, 
themselves, also vary widely. Broadly speaking, there are 
many infants who seem to make few “demands” and 
readily adapt to whatever system of care is offered them. 
Then there are those who very definitely make their needs 
known. For the most part, this latter group wants to be 
fed quite often, especially during the first month or two, 
and it is hard to state any very objective reason why this 
should not be done. In any case, it would seem that this is 
the group in which we are interested. 

Allowing for the variations in babies that have already 
been mentioned, the first month is a period when the baby 
seems to need to eat more frequently and shows no con- 
sistent rhythm of timing his “demands.” Toward the end 
of the first month and into the second month, the feedings 
will usually be less frequent and nearly always a rhythm 
will begin to reveal itself if the baby has truly been per- 
mitted to self-regulate the schedule. It is interesting to 
note, when this rhythm is developing, that there is a period 
of twelve to eighteen hours during the day when the baby 
is eating often and making intense demands—then the re- 
mainder of the twenty-four-hour day is more or less quiet, 
as if he had done a day’s work of living and growing and 
is now off for his night’s sleep. This is fine when his night’s 





1. Aldrich, C. A., and Hewitt, E. S., A self-regulation feeding pro- 
gram for infants, J.A.M.A. 135:340, (Oct. 11) 1947. 
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sleep comes at night, and it is an interesting phenomenon 
that the vast majority of babies “work” during the day 
and sleep at night, showing an instinctive recognition of 
the day’s division. Certain it is that there are those who 
seem to lack this instinct and their parents are to be pitied. 
With this latter group, trying to get them changed around 
to our way of living can be a very great chore. 

There are a few babies, and they seem to be relatively 
small in number, who do not show this tendency to settle 
down to a rhythm, and if the mother is carrying out the 
self-regulation scheme, she may go some months still 
unable to plan any pattern for her day, as she never 
knows in advance when she will need to be caring for her 
baby. 

From the mother’s standpoint, the self-regulation plan 
of feeding can be a handicap, as she has other things to 
do than care for the baby, and probably should have. Most 
mothers willingly accept the necessity of devoting their 
entire time during the first month to infant care but there- 
after feel an increasing need to get on with other activities. 
No matter how conscientious a mother may be in the care 
of her infant, if he confines her too completely too long, 
an unconscious resentment will be built up that is neither 
tg the advantage of the child or the mother. 


INSECURITY IS NOT PREDICTABLE 


In recent years with the increased interest there has 
been in the infant’s emotionality, there has been a reali- 
zation of an infant’s need for emotional security and the 
many ways in which he derives this sense of security. This 
need for security is more obvious and much greater in 
some infants than in others, especially from six months on. 
Some observers can see these manifestations much earlier 
—even to the new-born period. This latter area is con- 
troversial and need not be discussed here because it seems 
fair to say that what has gone on during the first six 
months will already have influenced the baby. Although not 
all babies will show a tendency to easy insecurity at a 
later date, we have no way of anticipating those who will; 
it would therefore seem best to treat them all in the man- 
ner least likely to worry the baby. Also, when we realize 
how well concealed a severe feeling of insecurity can be 
in adults, wouldn’t it be safe to assume some similar con- 
cealment in the young adult—that is, the young infant? 

An infant derives a sense of security in many ways. 
One very important way is through stability of his en- 
vironment and routine. In other words, the infant feels 
safest if each day he is in the same house with the same 
people doing the same things. The activities going on in 
the house that are of most concern to him are those in- 
volving his personal care; and since, as we have said be- 
fore, eating is probably his most important and gratifying 
activity, would it not follow that a definite routine for his 
feeding would enhance his sense of security? 





SOME NEED LIMITS 


Another concept in human behavior that has been 
brought to the fore in recent years by the science of 
psychiatry is that the human psyche needs as limitations 
the bounds put around it by society. Man with his ego is 
quite ambivalent about this matter, often asserting that 
he needs no restrictions, yet the psychiatrists tell us that 
much seemingly unsocial behavior, especially in a child, 
is the unconscious thrashing about asking that limits be 
set—possibly reflecting man’s need for government, his re- 
sentment of himself for needing it, and of government for 
giving him what he needs. 

Might not this concept also be applicable to infants? 
Admittedly some need these limits more than others. It 
might well be that gently helping the child to accept a 
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routine might be his first taste of government, thus minim- 
izing his need to search for limits at a later age. On this 
hypothesis those infants who go on past the first month of 
infancy anarchistically making demands without rhythm 
may already at an early age be groping for a setting of 
limits and therefore would respond favorably to a gentle 
goading into some sort of rhythm. 

It would seem that a logical middle ground in this 
matter would be to feed the baby as often as he is hungry 
for the first month or so, at the end of which time most 
babies show a rhythm by which they would like to be fed, 
then in those cases settle down to the baby’s routine. Since 
the days would then be all alike, the mother could plan 
her day and all should work out well. However, the baby 
who still in the second month has no sign of a schedule 
should be gradually forced into one, both for his and the 
mother’s sake. 


CONSTITUTIONAL TOLERANCE FOR FOIBLES 


Another significant change in infant feeding technic 
that has been increasingly popular during the past two 
decades is the feeding of solid foods at much earlier ages 
than in times past. Previously it was uncommon to even 
offer foods, other than milk, earlier than six months. Now 
most babies are given a variety of solid foods such as 
cereal, fruits and vegetables, as early as three months. 
And in many, perhaps a goodly majority of instances, 
some solids are started as early as one month. There are, 
of course, extremists here as in any other similar situation 
who make it a practice to feed infants as young as two 
weeks of age a variety of solid foods. This latter practice 
seems more like a stunt. The fact that the infant survives 
such treatment may be taken as testimony to the fact 
that the average infant has a wider constitutional toler- 
ance for the foibles of his supposed superiors than our 
ancestors were aware of. This extreme practice is by a 
small minority and probably always will be, so will not 
be considered in this discussion. 

However, there is little question that the practice of 
feeding solid foods beginning in the second or third months 
is here to stay. The question, therefore, of just how to 
do this best is worthy of thought and discussion. There 
is much evidence that the over-all health of our infants 
has improved during the last half century, but since many 
important developments have occurred during this time, 
there is no objective way of measuring how much good 
has been done by the early feeding of solid foods. There 
are those conservative pediatricians who are unwilling 
to give any definite credit to this particular change, and 
would argue instead that the fact that the infant tolerates 
what we give him is no proof that he needed or profit- 
ably utilized what we gave him. 

While the profession may argue the pros and cons of 
this matter dispassionately, the lay public has come to 
form quite definite opinions, and for the most part the 
consensus is one of acceptance. In fact, the average young 
mother of today has come to think of this early feeding 
of solids as quite essential. For this reason when we find 
an infant who is not taking solid foods well, a problem of 
no small magnitude develops which is very frustrating 
to both the mother and the infant. 


This attitude on the part of mothers has been brought 
about by the campaigning of manufacturers of prepared 
infant foods as much as it has been by the medical pro- 
fession. These manufacturers have not only made their 
products readily available in convenient, reliable and 
fairly inexpensive forms, but more important for purposes 
of this discussion, have made an endless variety of prod- 
ucts, equally available. 


NEED FOR VARIETY NOT ESTABLISHED 


As the feeling has become prevalent among mothers 
that it is essential that they feed solid foods at an early 
age, likewise they feel that the baby either needs or should. 
have a wide variety. Since a goodly-sized variety is readily 
available, the offering of variety is no problem. Probably 
one reason for the mother’s efforts to give a variety of 
foods is that she assumes that the infant. enjoys and 
appreciates a diversity of diets as do adults. It should 
be mentioned here that while a wide range of foods is 
admittedly pleasant to an adult, it is not essential for 
health. 

Basically the solid foods that are commonly given the 
infant are the cereals, fruits and vegetables, and more 
recently meats have been becoming quite popular. From 
the nutritional standpoint all of the members of each 
group have at least similar food values. Again from a 
nutritional standpoint good growth and health will result 
if the diet has only a few or perhaps just one member 
of each group given continuously. The question is, how 
important is variety from a taste standpoint? 

Again with this question, as was true with the question 
of feeding schedules, the infants are individuals and vary 
in their reactions to the solid foods fed to them. There 
are babies who seem to show little interest in what they 
are fed, just so they are fed—it might be said that they , 
show little taste reaction. But there are those who at 
a very early age definitely taste their food and show 
their likes and dislikes. Certain it is that when they pass 
infancy and learn to express themselves better the ma- 
jority of children show their likes and dislikes quite 
obviously and the same majority tend to narrow the diet 
that they will take willingly or with pleasure. In other 
words, it might be said that children tend to like a 
monotonous diet. Isn’t it possible that this same satisfac- 
tion with monotony in foods that the child is acquainted 
with might extend back into infancy when he was less 
well able to express himself? It would seem that if an 
infant derives security from sameness in his environment 
and living routine, it would be accepted as a corollary that 
he obtains similar assurance from sameness of diet. 

It is a common experience nowadays to have a mother 
complain anxiously that her infant will only take two 
vegetables and spit out all of the rest of them. This type 
of story is heard with endless variations. At times, one 
‘senses in the mother a concern for her baby’s health jf 
he doesn’t get a wider variety—at other times one feels 
that the mother is frustrated by the infant’s lack of ap- 
preciation for her efforts to make his diet interesting. In 
either case, it seems unfortunate that this cOnflict should 
take place if it is admitted that the diversity of foods 
is not necessary. 








{Abstracts of lectures at the 1959 Illinois Congress on Maternal 


and Infant Care, held in Spring field ) 


Nature Needs Assist 


Doctors, Nurses, Play Vital Role 

In Getting Mothers to Breast Feed 

It is the obstetrician’s responsibility to pre-natally 
evaluate the breasts to ascertain if they are struc- 
turally normal, and capable of lactation. Figures 
show that 50 to 60 percent of Caucasian mothers 
who try succeed in nursing their babies. Other 
races fare somewhat better. Negroes almost univer- 
sally can, but don’t seem to want to—at least 
in this country. A missionary friend, recently back 
from the Congo, reports that he encountered no 
sore nipples, breast infections, or cesarean. 


We also find that if the patient’s mother and 
sisters nursed their babies, she can learn easily, 
and usually wants to. The advantages, of course, 
are a heightened maternal emotion for the mother, 
a less fussy, cranky, or colicy baby. Actually, the 
only real disadvantage is that breast infection 
does seem to be on the increase. 


The obstetrician should see to it that the lac- 
tation flow is established, the schedule is adequate, 
the mother’s diet proper, and emotional disturb- 
ances avoided if possible, or talked out if they 
occur.—George J. O’Neil, M.D., Bloomington, III. 


Success Depends on Interest 


It takes four facets for a successful feeding experi- 
ence: 1) the physician must be interested in breast 
feeding; 2) the nurse must help the physician 
towards the goal; 3) the mother must be persuaded 
if necessary, encouraged in any case; 4) the human 
milk bank of the hospital must be called upon 
if needed. 


In different parts of the country, and in other 
civilized areas, the percentage of women breast 
feeding their infants depends on how keen the 
doctor is on it. In England, where there is social- 
ized medicine, the majority of the top doctors 
believe in breast feeding. Ergo, 95 percent of the 
babies are breast fed. In our hospital, where we 
have as many as 50 obstetricians working, two- 
thirds of the babies are naturally nourished, and 
the incidence of colds, infections, and diarrhea 
is much lower. 


Try not to let the mother refuse to nurse her 
baby. Better yet, don’t ask her; just approach her 
with a breast-feeding program. Since most of our 
patients are light-skinned and wear a lot of 
clothing, they get cracked nipples, just as babies 
get rash from wearing diapers. The Congo mothers 
mentioned aren’t harrassed with cracked nipples 
for obvious reasons. 


We literally make rounds on nipples, to check. 
shape and color, and also to see that there is as 
little garment contact as possible. We put the 
babies to breast initially for one minute, then 
hold the infant’s nose to make it let go. We teach 
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the patient in a lying-down position first, one 
minute to each side; than sitting up on the same 
‘time schedule. By the time the new mother leaves, 
she is up to 10 minutes each side.—E. Robbins 
Kimball, M.D., Evanston, Ill. 


Doctor’s Viewpoint Guides Nurse 


Nurses have special duties in the matter of feed- 
ing, in learning the doctor’s viewpoint on breast 
feeding, and the routine and positions he prefers. 
The post-partum nurse should make sure the 
patient knows the various positions for the sake 
of comfort and safety. 


Appreciate that while you, as a nurse, are in 
closer daily contact with the patient, the doctor 
has been seeing her off and on for nine months. 
It is your duty to learn how the doctor has been 
handling the case, to recognize the patient’s phys- 
ical and emotional needs, and clarify instructions 
or comments she may not understand in the phy- 
sician’s somewhat technical language. It is also 
the post-partum nurse’s responsibility to have the 
patient ready when the baby is brought to her. 


Let the patient know it is right and natural 
for her to ask questions; tell her to direct those 
about the infant to the nursery nurse; those con- 
cerning herself to the post-partum nurse. Explain 
to her the strange feelings she will experience dur- 
ing the first nursing session, so she'll know she is 
normal and capable. 


Teach the patient the importance of proper diet 
and rest; help her adjust hospital feeding to her 
home schedule; demonstrate how to make the 
baby burp, and explain why it’s important that 
he should do so. Spend at least five minutes with 
the patient during the first feeding.—Esther 
Arrequin, R.N., Chicago, III. 


Link Breast Feeding, Womanliness 


Studies show that the return to breast feeding, as 
a part of the general return to womanliness, is 
starting with the upper classes, which are emulated 
by the lower classes. Actually, the medical pro- 
fession really doesn’t have a conviction, and as the 
woman has lost her womanliness, the doctor has 
lost his maleness, and satisfies his ego with the 
number of patients he has, and the amount of his 
income. He becomes less willing to buck patients; 
if she wants anesthesia, she gets it; if she doesn’t 
want to breast feed, she doesn’t. 


If both the doctor and the nurses will accept 
the fact that the woman who doesn’t want to nurse 
her baby is psychosomatically sick, they can help 
her face up to her problems. The nurse is critical 
in the picture. Her attitudes are fundamental in 
the patient-nurse relationship, since women are 
very sensitive to other women’s attitudes. 


We have to look upon the woman’s reaction to 
breast feeding as the symbol of whether she is 
capable of accepting the responsibilities of mother- 


hood. It may also indicate a marital problem, and 


a long range problem for the doctor.—Herbert 
Ratner, M.D., Oak Park, IIl. 
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(Abstract of a lecture from the 1957 meeting of the American 
Dietetic Association, held in Miami, Fla.) 


Higher Fat Content May Explain 
Superiority of Breast Milk 


Studies Survey Importance 
Of Nutritional Elements 


Comparison tests of the components of cow’s milk and 
of breast milk show that the greater amount of un- 
saturated fatty acids in breast milk may account for 
its superior quality. Breast milk is still unsurpassed 
as a food for babies. 


A study was made in infants of the two, three and 
four double bond fatty acids in the blood serum under 
various dietary conditions wherein linoleic acid was 
fed at different intakes. The findings disclosed that 
the level of unsaturated fatty acids corresponded with 
the dietary adequacy of linoleic acid as indicated by 


(Report on a panel discussion at the seventh American Congress 
on Maternal Care, Chicago, July, 1957) 


Staff Enthusiasm, Rooming-in 
Encourage Breast Feeding 


Studies Indicate Breast-Fed Children Are 
Less Subject to Colds, Diarrhea, Infections 


Nine out of 10 mothers at Evanston (Ill.) Hospital nurse 
their infants because of the enthusiasm of the entire staff 
for breast feeding, according to E. Robbins Kimball, M.D., 
of the hospital pediatrics staff. 


The physician assumes that all mothers wish to nurse 
and instructs them accordingly. Most women who do not 
want to nurse change their minds when they find they can 
succeed, he said. 


Preliminary studies in 5-year-old children indicate that 
babies breast-fed for six months have one-third the num- 
ber of colds, one-fifth the amount of diarrhea, one-third 
the number of infections, and one-seventh the amount of 
allergy of bottle-fed babies, Dr. Kimball said. 


Other comments on breast feeding included: 


e Many mothers who had planned to breast-feed their 
babies are discouraged from doing so from lack of in- 
formation, guidance, and encouragement from profession- 
als, said Lillian Lugton, instructor, Maternity Center Asso- 
ciation, New York City. Many nurses “know little or 
nothing about breast feeding or permit their own feelings 
to interfere with their services to the mother,” she 
declared. 


e Doctors often discourage breast feeding without being 
aware that they are doing so, according to John C. Mont- 
gomery, M.D., Huntington Woods, Mich., by failing to 
discuss the subject during pregnancy, by ordering formula 
in the delivery room, and by substituting formula for 
breast feeding at the 2 a.m. meal. 


e Rooming-in helps encourage breast feeding, said 
Preston A. McLendon, M.D., professor of pediatrics, George 


study of caloricity and the condition of the skin. 


The fact that breast milk is three to three and one- 
half times greater in linoleic acid content than cow’s 
milk may explain, in part, some of its advantages. 


Previous tests have shown that the water and cal- 
orie contents of the usual artificial milk preparation 
and mother’s milk are essentially the same. Breast 
milk also contains lesser amounts of protein and min- 
erals, so these elements do not account for its good 
nutritive value. The practice of modifying cow’s milk 
by dilution with water and the addition of carbohy- 
drates makes it seem unlikely that the carbohydrate 
composition is of any significance. The nutritional 
importance of antibodies, pigments, and enzymes is 
not known. 


Milk mixtures lacking essential fatty acids are not 
advocated for infant feeding.—Arild E. Hansen, M.D., 
chairman, department of pediatrics, the University 
of Texas Medical Branch, Galveston. 


Washington University School of Medicine, Washington, 
D.C. Probably the rooming-in set-up tends to attract the 
patient with leanings toward breast feeding, he explained, 
adding that if the mother is not sure and the baby is in 
with her, she is more likely to feel that this is her job. 


(Abstract of a talk at a luncheon given by the American Com- 
mittee on Maternal Welfare during the 1953 meeting of the 
Illinois State League for Nursing in Chicago) 


Philosophy and Practice of Rooming-In 
Edith B. Jackson, M.D., Clinical Professor of Pediatrics, 
Yale University School of Medicine, and Attending Physi- 
cian, University Service, Grace-New Haven Community 
Hospital, New Haven, Conn.—The success of rooming-in 
as a method of maternal and infant care depends on ade- 
quate nursing service and orientation of nursing personnel. 
What is rooming-in? It is not just putting mother and 
infant together in a room and leaving them alone. This 
would defeat the purpose of rooming-in. It is a hospital 
arrangement in which mother and infant are cared for 
together. It runs counter to central nursery care for in- 
fants, which has prevailed during the last three decades. 
Plans for rooming-in developed in the first place to 
counteract rigid methods of infant care and the artificiality 
of hospital care. Under the hospital system, the nursery 
nurse assumes the maternal prerogatives in caring for 
the new infant, and tends to discourage practices, such as 
breast feeding, which are difficult to accommodate in the 
hospital. The mother is babied instead of being guided 
and helped to assume the responsibilities of motherhood, 


Qualifications needed in a rooming-in nurse are tact, 
willingness to stand by while the mother tries her hand 
at each new procedure, and ability to anticipate the 
mother’s needs. There is a happy medium between over- 
permissiveness and overrigidity. 

Nursing care should be readily available at all times, 
and every rooming-in nurse should have knowledge about 
lactation and competence in handling lactation problems. 
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Orientation to the flexible schedule of rooming-in is not 
immediately easy for graduate nurses if they have been 
otherwise trained. When we started our program, it took 
nurses about three or four months of working in rooming- 
in to become oriented. But student nurses working under 
an oriented graduate nurse took to the routine immediately. 

We have never promoted rooming-in as the one and only 
method for nursing care, and have always maintained that 
separate arrangements should be available for mothers 
who are not suited for rooming-in. 

One thing that made our experience so satisfactory was 
constant supervision by one graduate nurse who had charge 
of rooming-in and teaching student nurses. 

A few. months ago all maternity patients from three 
separate hospital buildings moved to a new hospital wing. 
There was then the administrative problem of integrating 
over-all procedures for the care of patients from these 
different services. There were nurses from several differ- 


ent training schools, most of whom had had no training in 
rooming-in, and had no idea how it worked. 


At the same time, since the rooms were designed for 
rooming-in care, the attempt was made to have all patients 
on one floor (the University Service) cared for as rooming- 
in patients. This was not entirely satisfactory and dem- 
onstrated some of the disadvantages of required rooming- 
in, especially without thorough orientation of hospital staff 
to rooming-in procedures. So we are trying to work out 
a more flexible plan whereby the infants of mothers who 
don’t want or shouldn’t have their babies with them can 
have adequate nursing supervision in a nursery. We are 
also trying to orient each new group of nurses. 


At present on the floor on which our pediatric internes 
supervise the infants’ care there are two four-bed rooming- 
in units, and two four-bed units which are not rooming-in, 
and a double room which may be used either way. 





(Abstract of a lecture at the annual meeting of the American 


College of Obstetricians and Gynecologists, Chicago, November, 
1956) 


Patient’s Motivation Should Be 
Considered in Rooming-in 


Aggressive Woman May Want It 
Because She Distrusts Others 


When a patient inquires about rooming-in, I always won- 
der what the motivation is. A young girl who is all 
“hopped up” about the idea of having a baby thinks of it 
as a doll, and can’t wait until she gets home and can 
have it with her constantly. 


Psychologists say that a great many aggressive women 
can’t trust nurses with their baby, although they don’t 
dare voice this distrust. They are afraid to go under 
general anesthesia because they can’t trust the doctor 
unless they can see what he is doing. 


A woman who is unconsciously rejecting her child may 
try to overcompensate, and impress people with the idea 
that she can’t bear to be without her baby. 


On the other side is the young primipara who is so 
inadequate as a mother that she has to be trained. She 
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needs time to get used to the idea of being a mother. 
If the baby is in the same room with her, she is apt to 
have too many worries about it. 


Another type not desirous of rooming-in is the multi- 
para who looks forward to getting a few days of rest. 


In rooming-in, the baby is exposed to visitors and there 
is a greater opportunity for contamination and infection. 
On the other hand, in the nursery there is the danger 
of cross-infection. 


In the nursery, there are nurses trained to watch for 
danger signals. In rooming-in, the untrained mother is 
apt to panic if the baby so much as gurgles from a block 
of mucus. 


If you are drying up the breasts, I defy any doctor to 
stop lactation when the mother is constantly stimulated 
by the presence of her baby. But the woman who wants 
rooming-in is going to nurse her baby in most cases. 


On demand feeding vs. scheduled, if the doctor believes 
the baby should nurse every four hours, it is too much to 
expect the woman to hear her baby cry and still main- 
tain a good schedule. 


Rooming-in is also 20 to 40 percent more expensive— 
Arthur G. King, M.D., Chief of Staff, Catherine Booth 
Hospital, and Instructor, Department of Obstetrics, Uni- 
versity of Cincinnati Medical College, Cincinnati, O. 
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Emotional Problems of Mothers 
and Newborns 


By Robert L. Stubblefield, M.D. 


@ Psychiatry has focused much of its attention in recent 
years on the psychological features of pregnancy and 
motherhood. The evaluation of the normal personality 
state of the woman during pregnancy is complicated, but 
we are gradually discovering more facts about the psy- 
chological meanings of pregnancy, the symbolic features 
of the condition, and the complex shifts in the psycho- 
logical defense system that occur in the mother shortly 
after delivery. 

The complexities of the problems in the evaluation of 
the emotional state of the pregnant and postpartum wom- 
an seem relatively simple, however, when compared with 
the problem of the evaluation of the emotional problems 
of newborns. The traditional methods of psychological 
evaluation used by psychiatrists, and largely developed 
from psychoanalysis and child psychiatry, consist of study 
of various verbal communications from patients, includ- 
ing descriptions of fragments of behavior, feelings, dreams, 
fantasies, and play activity of various kinds. 

Naturally, these methods are of no value in the evalua- 
tion of the psychological state of the newborn infant, so 
that we must rely on direct observations of infants’ mo- 
tor behavior and then speculate with wide latitude about 
the infants’ perception of the world. 

Fortunately, we are able to bring a rational, scientific 
framework into our observations. For example, when 
one thinks of a powerful emotion, such as depression or 
laughter, one must think also of the accompanying phy- 
siological features, such as crying, forced chest move- 
ments, etc., since thése physiological components cannot 
be separated from the emotion itself. 

With this in mind, we can observe the infant systemat- 
ically, pay particular attention to various physiological 
manifestations, and make reasonably accurate inferences 
about the infant’s emotional state. It is my intention to 
focus on some observable features of behavior of both 
mothers and newborn infants and to discuss them in re- 
lationship to certain current psychiatric theoretical ideas. 


Dr. Stubblefield is associate professor, department of Psychiatry, 
University of Colorado School of Medicine, Denver. 


Man is a biological creature, with definite biological 
needs; he is born anxious, helpless, dependent, and he 
moves gradually toward independence and maturity over 
a period of many years; he is constantly subjected to . 
various environmental stresses and may react to them 
by retreating to a safer, more infantile, and more pro- 
tected position. 

As Freud describes the process, the infant is instinctual, 
operates on the pleasure principle (I want what I want 
when I want it), and gradually substitutes to a greater 
or lesser extent the reality principle by identification 
with mother and other love objects in life. Thus any theory 
or partial theory of humah behavior must take into ac- 
count such observable facts as infantile helplessness, nar- 
cissism, aggression, regression, and the remarkable abili- 
ty of the mind to perceive and retain many stimuli and 
to form adaptive responses from a very early age. 

When we consider the emotional problems of mothers, 
we must take into account all of those factors which in- 
fluenced her behavior prior to the conception of the child. 
Among these factors are genetic structure, early life ex- 
periences, type of identification pattern established with 
parent of same sex, significant emotional traumatic events, 
relative level of maturation and resolution of dependen- 
cy ties to parents or parent figures. For example: 


1. Genetic factors. A woman may be conscious of some 
genetic factor in her family (such as epilepsy, mental 
retardation, etc.) which may heighten her level of anxi- 
ety to pathological proportions during her pregnancy. 
Or she may be genetically active and aggressive and find 
it difficult to tolerate the restrictions imposed by her 
pregnancy. 

2. Early life experience. A woman may have suffered 
the type of emotional deprivation described by Spitz, Bowl- 
by, Skeels, and others, and may project her own wish to 
be mothered to the unborn child, with resulting excessive 
preoccupation with her own health during pregnancy, 
and usually followed by a “smothering” type of over- 
protective love of the child. 
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3. Type of identification with parent of same sex. Or- 
dinarily this identification occurs in the age range of 3 
to 6, with some reinforcement in adolescence. When the 
girl has identified with a nonfeminine mother who con- 
stantly belittles herself or when the girl has been treated 
as a boy in subtle unconscious or more overt ways by 
the parents, one can with reasonable accuracy predict 
much difficulty in accepting the maternal role. 

4. Significant emotional traumatic events. Largely 
these events focus on separation, the major problem 
which the infant and child must master. The loss of moth- 
er, temporarily by illness, etc. or permanently by death 
or divorce, will inevitably produce regression, and create 
ambivalence about the process of being a mother. It is 
likely that residuals of these conflicts will emerge during 
the stress of pregnancy. 

5. Relative level of maturity. A persistent and exces- 
sive attachment to one or both parents, whether due to 
excessive protection by parents, to a maldevelopment or 
personality structure, or to other factors, will produce 
problems in the pregnant woman. One might look at this 
from a quantitative energy point of view — the greater 
the amount of energy invested in defending against the 
old anxieties and hostilities of infancy and childhood, the 
lesser amount of energy available to the personality to 
cope with the various problems possibly inherent in every 
pregnancy. 

There is another set of factors which play a signifi- 
cant role in the behavior of the woman during her preg- 
nancy and immediately after it. Pregnancy itself is con- 
nected with specific fantasies and meanings to the indi- 
vidual patient; these always have strong connections 
with the patient’s early childhood experiences. 

Therese Benedek, in an article entitled ‘“‘The Psycho- 
somatic Implications of the Primary Unit - The Mother- 
Child Relationships,” (American Journal of Orthopsy- 
chiatry, October, 1949) presents much of this material 
in a very challenging way. She points out that the moth- 
er develops a symbiotic interaction with the child, appears 
“regressed”? and more infantile, but actually develops a 
sense of well-being and narcissism and matures as she 
enjoys her significant role in her pregnancy. In addition, 
her receptive tendencies are greatly increased — she “eats 
for two,” for example. 

To quote Dr. Benedek, “‘The pregnant woman thrives 
on sympathy and solicitude of her environment. If, how- 
ever, her passive receptive needs are unfilled, if her hus- 
band or her family are not adequately attentive, the 
sense of frustration may set in action a regressive proc- 
ess which may increase her receptive needs to an exag- 
gerated degree. The resulting anger may destroy the 
primary narcissistic state of pregnancy, and thus it may 
interfere with the development of motherliness.” 

The nature and content of the fantasies about preg- 
nancy will vary a great deal in individual mothers, de- 
pending on their life experiences. When viewed in re- 
lationship to current observations and theoretical ideas, 
one may assume that the content of such fantasies in an 
individual patient will reflect specific partially solved 
conflicts out of the past. 

Thus, one patient, who had a strong masculine com- 
ponent in her personality, insisted that ner child would be 
a boy, made all of her plans, on this basis, and suffered 
a definite depression when her wishes were frustrated 
by the birth of a girl. I felt reasonably certain that she 
would have dominated the life of a son, and would have 
vicariously acted out her early infantile fantasies about 
being a boy through him and his behavior. 

At a different and earlier psychological level, another 
patient saw pregnancy as a grand opportunity for com- 
plete infantile gratification, precipitated a crisis in her 
marriage by the extent of her oral demanding behavior. 


When the mother delivers her baby, a new phase of 

psychological adjustment appears. The close symbiotic 
relationship with the child is interrupted. The child seems 
a stranger, seems to function without her, and yet has 
need for her love. The mother, too, has strong needs to 
love and nourish the child, and she may react to this 
feeling of loss with depression, the so-called emotional 
lag, with rejection of the child, completely or partially, 
with neurotic overcompensation and indulgence, or with 
a healthy affectual relationship with the child on mutually 
satisfactory terms. The husband’s ability to gratify the 
wife’s dependent oral needs at this point is crucial, as 
Dr. Benedek points out. 
_ All of these things should have therapeutic implications 
for us in the field of medicine. For example, we should 
be interested in a thorough assessment of personality 
strengths and weaknesses early in pregnancy, with partic- 
ular focus on evidence of existing marital conflicts. 
We should be concerned about adequate, continuous pre- 
natal health care, about such matters as possible rooming- 
in arrangements, flexible visiting periods in the immediate 
postpartum period, and a large number of factors. 

Now I want to focus attention on the child — the 
healthy, full-term newborn infant. The healthy infant has 
a number of physiological needs, nutrition, and so on, 
and he already has some definite psychological needs, as 
we view him. One can sum them up by relating them to 
Cannon’s concepts of homeostasis: The newborn wants to 
reestablish the symbiotic relationship that existed prior 
to delivery, according to some current psychiatri¢ per- 
ceptions of the situation. 

Through the history of man, one can see many dif- 
ferent approaches to this problem, with tremendous vari- 
ations in practices from one culture to another, even to- 
day. These customs have been described in recent years 
by a number of anthropologists and social scientists, most 
notably Margaret Mead, Ruth Benedict, and Gaza Roheim. 
For example, in some countries, particularly in eastern 
Europe, swaddling is used extensively. Probably no coun- 
try in the world tries so vigorously to separate mother 
from child as we do in America in this period, which is 
not something to point to with pride, in my opinion. 

Initially, the infant’s pattern is one of crying - grati- 
fication - sleep, and the cycle is repeated. For purposes 


of our discussion, this is perceived by the infant as within 
himself, not with a perception of a self and a non-self. 


As an analogy, later a child plays peek-a-boo, shuts his 
eyes, and assumes that you cannot see him. Thus the 
mother-child unit may be conceived of as a single re- 
flex arc, and the child gradually gains security by con- 
sistent gratification by the mother. 

We can ask ourselves how the breakdown in this cycle 
occurs, which in turn leads to the development of an an- 
gry, frustrated, crying infant. The answers to these 
questions seem to be in these general areas, as I view 
them: 

1. Hospital routines. These must be designed to deal 
with a number of factors that make it difficult to meet the 
specific needs of an individual child. Sybil Escalona’s 
fascinating work on the remarkable differences in small 
infants, the paper by Ann Stewart and others at the 
University of Washington on infant-mother relationships, 
and the Yale University films of mothers nursing very 
young infants, along with many other reports in the litera- 
ture, should easily convince us of the tremendous varia- 
tion in the physiological and psychological needs of new- 
born infants, and cause us to review and revise our hos- 
pital routines regularly with the needs of infants in mind. 

2. Factors in the mother. As all successful politicians 
discover and usually exploit, we as individuals are in 
favor of motherhood, and some of us find it difficult to ac- 
cept theories that imply that mothers do not love their 
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Time -Savers 


at Resurrection Nursery 


At right: Jean Myzia, R.N., gets a heated blanket from the blanket 
warmer immediately outside the nursery in Resurrection Hospital, Chi- 
cago. Older patients have been considered too—similar blanket warmers 
have been installed on every floor of the hospital. 


Below: Disposal of soiled diapers is easy. Marie Bach, R.N., here drops 
the diapers into a container near the corridor wall. They then can be 
picked up from the corridor by Frank Puralewski. He makes several 
pickups a day without having to go into the nursery. 













children 100 percent of the time. Nevertheless, maternal 
hostility does exist, and it may emerge directly by overt 
rejection, more subtly by such behavior as refusal to 
breast-feed the child, or in even more disguised types of 
behavior that stem from attempts to repress it — such as 
depression, acute psychotic withdrawal, or somatic con- 
ditions of various kinds. 

In addition, it is usually possible to note the accom- 
panying reaction in the child. For example, a 10-day-old 
child of an unmarried mother was admitted for vomiting, 
promptly improved with the traditional “tender loving 
care” given by the nursing service, and promptly renewed 
the behavior when placed with the mother. The child’s 
vomiting stopped when the mother was able to state to 
the social worker that she did not want to keep the baby. 

Finally, one should examine a mother-child relation- 
ship within a scientific framework, and with every effort 
to be aware of and in control of one’s own needs and 
feelings. Perhaps an example may clarify my point. A 
mother of a premature infant with partial blindness 


casually said that she would pick the baby up “not today, 
but maybe tomorrow.” Naturally, this triggered off some 
rather strong resentment in the medical and nursing staff 
on the ward. This was an attack by the mother directed 
at them, in a way, since she seemed indifferent to their 
efforts to preserve her child. Granted that this is an ex- 
treme type of case and an extreme type of response in 
a mother, I merely want to call your attention to the 
extremely high probability of intense ambivalence by the 
mother toward that infant. 

In summary, I am suggesting that maximal aware- 
ness of those factors which operate in normal and ab- 
normal personality structures, maximal awareness of the 
psychological processes in the woman during and immedi- 
ately following pregnancy, and proper attention to staff- 
patient relationships should lead to increasing understand- 
ing of the emotional problems of mothers and newborns. 
With better understanding, nurses and physicians should 
be able to modify and improve their therapeutic technics 
with this group of patients. 





(Abstract of a paper from the annual meeting of the Ameritan. 
College of Obstetricians and Gynecologists, Chicago, November, 
1956) 


Puerperal Psychosis Not 
Completely Preventable 


Shock Therapy Effective; 
Avoid Read Method of Delivery 


Puerperal psychosis is not a completely preventable dis- 
ease from the doctor’s standpoint. A lifelong neurosis or 
poor mental health cannot be cured in nine months of 
prenatal care. Pregnancy is merely the precipitating fac- 
tor in some of these individuals. It is an assault upon a 
basically inadequate individual. If pregnancy hadn’t 
brought on the psychosis, something else might have. 


A few persons who develop psychoses will show unmis- 
takable signs in the first few days after delivery, before 
they leave the hospital. Some of these danger signals are 
unfounded complaints about doctors’ and nurses’ care, 
unusual disappointment with the baby’s appearance or 
sex, and symptoms out of proportion to presenting signs. 


Unfortunately, however, the psychosis usually does not 
become obvious until the patient is at home. The husband 
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should be on the alert for such symptoms as insomnia or 
acute anxiety for the infant. 


No particular type of analgesia—whether minimal or 
maximal—seems to be responsible. However, prolonged 
labor may be enough to trigger the psychosis. 


Shock therapy is favored by most psychiatrists for treat- 
ing puerperal psychoses in manic-depressive or schizo- 
phrenic individuals. Shock has also been used successfully 
in each trimester of pregnancy. About 60 percent of these 
patients are manic-depressive. They do not usually have 
recurrences in subsequent pregnancies, but the schizo- 
phrenics do. 


The incidence of postpartum psychosis is about two 
per 1,000. It is difficult to pick out the patients who are 
likely to develop psychoses. They may be the immature 
women who are unusually demanding of the obstetrician’s 
time during pregnancy. However, sometimes they are the 
quietest and most inoffensive patients. 


Patients disposed to psychoses are very poor subjects 
for the Read (natural childbirth) method of delivery. 
—David H. Kushner, M.D., Chief of Staff, Columbia Hos- 
pital for Women, Washington, D. C. 
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HOW TO 


COMFORT THE OB PATIENT 


and save nursing time 


Stneuculne ne 


TOPICAL ANESTHETIC 


In the past eight years, hundreds of hospitals have adopted 
Americaine Aerosol as the routine spray-on relief for pain- 
ful post-episiotomies, tender hemorrhoids, and _ fissured 
nipples. 

Americaine Aerosol is the first aerosol preparation to be 
provided for this use. It offers the same potent topical 
agent as Americaine Ointment (20% dissolved benzocaine), 
and it is quick, easy to apply, and sanitary. 


HOW TO GET BEST RESULTS 
AND ECONOMY IN APPLICATION 


Americaine Aerosol] is so easy to use, it can be applied by 
the nurse or by the patient, herself: Hold dispenser 8” to 
12” from area and press button to release spray. Spray 
sufficient to give good coverage without waste. Do not 
apply pad or other dressing for about 5 to 10 minutes after 
application, as this may soak up some of the medication and 
reduce effect. Do not hold dispenser upside down. 





SMALL SIZE 


The 3 oz. dispenser is 
easy for patient to use. 


Post-Episiotomies 
Tender Hemorrhoids 


Fissured Nipples 


AMERICAINE AEROSOL FEATURES 
THAT MERIT YOUR ATTENTION 


Americaine provides relief in 2-3 minutes. Relief usually 
lasts 4-6 hours. 


Americaine Aerosol should not be confused with any 
other aerosols or topical analgesics containing a much 
lower percentage of active drug. Only Americaine con- 
tains 20% dissolved benzocaine for faster, more pro- 
longed relief, plus benzethonium chloride to combat 
infection. 

Americaine is a simple, uncomplicated formula. This 
minimizes possibility of sensitivity. Not a single case 
of sensitivity was reported in over 12,600 published 
cases. (Reprints on request.) 


Americaine Aerosol is topically anesthetic, bactericidal 
and fungicidal. 


AEROSOL 
NOW, THREE SIZES: 12 oz. size for pro- 


fessional use and floor stock. 6 oz. and 3 oz. 
sizes for your prescription. 


ARNAR-STONE LABORATORIES, INC. 
MOUNT PROSPECT, ILLINOIS 





Films of Interest to the Obstetrical Staff 


This is a partial list of films of interest to the obstetrical staff. Further information 
on any film can be obtained by writing to the company or organization listed. Rental 
fees given are taken from association film catalogs. Generally there is no charge for films 


made available by companies. 


Breech Delivery. 16 mm., color, sound, 18 min. Prepared by 
Prof. Bruce Mayes, University of Sydney, Sydney, Australia. 
Demonstrates the types of breech presentation relative to pelvic 
types, diagnosis by palpation, and x-ray; x-ray pelvimetry; 
external version. Breech extraction is demonstrated using 
Lovsett technic to deliver the arms. American Medical Asso- 
ciation, Motion Picture Library, 535 N. Dearborn St., Chicago 
10, Illinois. $3.00. 


Low Cervical Cesarean Section. 16 mm., color, sound, 20 min. 
Robert B. Wilson, M.D., Rochester, Minn. Film depicts steps 
in a low cervical cesarean section under local infiltration an- 
esthesia. American College of Surgeons, Motion Picture Li- 
brary, 40 E. Erie St., Chicago 11, Ill. $3.00. 


Labor and Childbirth. 16 mm., black and white, sound, 
17 min. Medical Films, Inc. Expectant mother is prepared to 
know what to expect. The hospital experience and the develop- 
ment of the delivery are shown. Delivery is shown by animated 


diagrams. Available on rental from American Medical Associa- 
tion, 535 N. Dearborn St., Chicago 10, Ill. $3.00. 


All My Babies. 16 mm., black and white, sound, 54 min. 
Georgia Department of Public Health. The film follows a mid- 
wife on her work with various cases in favorable and unfavor- 
able circumstances. A complete delivery is shown. Available 
on rental from American Medical Association, 535 N. Dearborn 
St., Chicago 10, Ill. $3.00. 


Operative Obstetrics. 16 mm., color, sound, 27 min. John Q. 
Adams, M.D., and Ben E. Everett, M.D., University of Ten- 
nessee, Memphis. Film demonstrates various maneuvers of the 
forceps commonly used in obstetrical practice. Proper applica- 
tion of Simpson-De Lee forceps is demonstrated in occiput an- 
terior, occiput posterior rotation, and breech deliveries. Pro- 
curable on loan from Sandoz Pharmaceuticals, Route 10, 
Hanover, N.J. 


Repair of Median Episiotomies. Including 3rd Degree 
Lacerations. Robert H. Barter, M.D., Washington, D.C. Avail- 
able on loan from Surgical Film Library, American Cyanamid 
Co., Surgical Products Division, Danbury, Conn. 


Immediate Postpartal Total Hysterectomy. 16 mm., silent, 
color, 29 min. John C. Weed, M.D., and Curtis Tyrone, M.D., 
New Orleans. Available on rental from American College of 
Surgeons, Motion Picture Library, 40 E. Erie St., Chicago 11, 
Illinois. $3.00. 


Abdominal Pregnancy with Living Baby. Case Report with 
Notes on Diagnosis. 16 mm., sound, color, 14 min. Milton L. 
McCall, M.D., New Orleans. Laparotomy with delivery of 
living normal full-term infant is shown. American College of 
Surgeons, Motion Picture Library, 40 E. Erie St., Chicago 11, 
Illinois. $3.00. 


Resuscitation of the Newborn. 16 mm., color, sound, 25 min. 
Special Committee on Infant Mortality of the Medical Society 
of the County of New York. Through delivery-room photog- 
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raphy of actual resuscitations and through animation, the pro- 
cedures and apparatus necessary for effective resuscitation are 
shown. Apgar scoring system for rapidly assessing clinical 
status of the infant is demonstrated. Procurable on loan from 
Medical Film Center, Smith Kline & French Laboratories, 
Philadelphia 1, Pa. 


Physical Examination of the Newborn: the Art and the 
Findings. 16 mm., color, sound, 33 min. Mary B. Olney, M.D., 
San Francisco. Part 1 shows steps of a complete routine exam- 
ination as performed on a baby a few hours old. Part 2 shows 
special examination technics and some of the more common 
abnormal findings, as well as normal findings which may be 
mistaken for anomalies. Available on loan from Pfizer Labora- 
tories, 630 Flushing Ave., Brooklyn 6, N.Y. 


Neurological Examination of the Newborn. Richard Paine, 
M.D., Boston. For further information, write to National In- 
stitute of Neurological Diseases and Blindness, Bethesda 14, Md. 


Exchange Transfusion in the Treatment of Erythroblastosis 
Foetalis. 16 mm., color, sound, 18 min. Prepared at the Hos- 
pital for Sick Children, Toronto, Ont. Film presents a detailed 
description of the technic of replacement transfusion, with em- 
phasis on the operative procedures. Included are some of the 
safety measures necessary for elimination of untoward side- 
effects, preoperative preparation of the infant, and some meas- 
ures of postoperative care. Available on loan from Baxter 
Laboratories, Inc., Medical Film Library, Morton Grove, IIl. 


Management of Breast Feeding. 16 mm., black and white, 
sound, 14 min. Gordon D. Jensen, M.D., Seattle, Wash. Film 
begins with explanation of breast care to the expectant mother; 
shows part nurse plays in helping carry out instructions and 
giving the patient confidence. Engorgement and anatomy of 
the breast and the nursing procedure are shown in diagram. 
Manual expression of the breast is also shown. Procurable on 
rental from Film Center, University of Washington, Seattle 5, 
Washington. $2.00. 


Concept of Maternal and Neonatal Care (Rooming-in). 
16 mm., black and white, sound, 26 min. Preston A. McLendon, 
M.D., and John Parks, M.D., George Washington University 
School of Medicine, Washington, D.C., and the Medical Film 
Institute of the Association of American Medical Colleges. 
Emphasis is placed upon a balance of scientific facilities, educa- 
tion experiences, and homelike accommodations. A fact sheet, 
an outline, and a bibliography are available for use in showing 
this film. Procurable on rental from the American Hospital 
Association, 840 N. Lake Shore Dr., Chicago 11, Ill. $4.00 for 
three days. 


Baby Goes Home. 16 mm., black and white, sound, 18 min. 
Demonstrations of infant care, including bathing procedures 
formula preparation and feeding. Film could be shown to 
mothers in the hospital or to classes of prospective parents. 
Available on loan from Mead Johnson and Co., Evansville 21, 
Indiana. 
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Contributing to Medical Education 
Through the World's Largest Surgical Film Library 


SAFER SUTURE DISPENSING TECHNIC 
NOW WIDELY USED 


Standardization on Davis & Geck Individual Plastic Strip Packs Combines 
Greater Safety With Simplification of Handling, Shipping and Storage Problems 








Old style bulk storage in jars and solu- 
tions poses constant threat of cross 
contamination with “staph.” or other 
organisms, particularly the hepatitis 
virus whose susceptibility to any cold 
germicidal solution is unknown. One 
contaminated suture tube returned to 
a common storage container may con- 
taminate all the rest. In addition, jars 
are heavy, hard to open, difficult to 
store, prone to costly breakage. 
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Slippery, hard-to-break suture tubes are 
awkward to handle and a time-consum- 
ing nuisance to open. Razor-sharp 
edges of broken tubes frequently nick 
sutures and adhering glass splinters 
may actually invade the operating field. 
Unused tubes must be washed, sorted 
and returned to jars. 
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Delivery of sutures, particularly surgi- 
cal gut, on tightly wound reels tends to 
kink and weaken sutures . . . excessive 
handling is required for unreeling and 
straightening. 


NEW 





New Davis & Geck Surgilope SP® ster- 
ile suture strip packs protect each su- 
ture individually in sealed plastic dou- 
ble envelopes, completely eliminating 
the cross-infection hazard of common 
storage in jars and solutions. Compact, 
lightweight 3-dozen cartons replace 
clumsy, fragile jars...handling is 
faster and easier, breakage is eliminated 
and shipping costs are sharply reduced. 
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With Surgilope SP packaging, the cir- 
culating nurse simply strips open the 
outer envelope to dispense the sterile, 
sealed inner envelope containing the 
suture. Three simple, speedy dispens- 
ing technics fit any operating room situ- 
ation. Extra sutures are quickly opened 
as needed, reducing waste and time- 
consuming resterilization. 





New Davis & Geck loose-coil winding 
delivers a supple, kink-free suture, 


ready for instant use. 


SURGICAL 
PRODUCTS 
NEWS 






DOUBLE-ARMED 
EPISIORRHAPHY SUTURE 

IN SURGILOPE SP® STERILE 
SUTURE STRIP PACK 





... fast, simple suture preparation 


Just cut double-armed Atraumatic® nee- 
died suture to the length desired to provide 
taper needle for deep tissue work and 
cutting needle for subcuticular stitching. 
Available in 54” strand of medium 
chromic sterile surgical gut, sizes 000 to 0. 
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... with unexcelled suture materials 


Needles are stronger and sharper. Swaged 
on sterile surgical gut suture... cannot 
come unthreaded...cause less tissue 
trauma. Suture is stronger, more flexible, 





for easier, safer dispensing 

Outer envelope is stripped to dispense 
sterile inner suture envelope. No jars to 
handle; no tubes to break. Eliminates the 
hazards of broken glass and suture con- 
tamination. 


A complete line of OB-GYN 
Sutures available. 
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AMERICAN CYANAM COMPANY 
SURGICAL PRODUCTS DIVISION 
30 ROCKEFELLER PLAZA 
NEW YORK. N.Y 





SALES OFFICE: DANBURY, CONNECTICUT 
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Ordinary, bell-shaped nipple 
lets air in at corners. Often 
collapses and pinches shut. 
Ordinary nipple requires 
“push-pull” action to start 
feeding and insertion is often 
too deep for newborn. Rubber 
is frequently too tough to per- 
mit easy sucking action. 


B .-mouth-fitting nipple helps 
prevent excessive 


air swallowing 
—won’t collapse, won't bite shut 





\wl 

Oval-shaped Rib Nipple helps 
seal out air. Hollow ribs as- 
sure flow, won't bite shut. 

The Rib Nipple allows gentle 
“twist action” to start feeding 
for newborn. Premies take 
more formula. Less burping, 


less colic. Rubber is soft, yet 
withstands repeated washing. 










Clinically proved with both normal and 
hard-to-feed babies, lasts twice as long 
as ordinary nipples. Available in com- 
plete ‘“‘Sure-Grip’’ nurser. Contoured 
CURITY bottle provides exceptionally 
firm grip. Square shape stores better. 


Special help for common problems. Sluggish eaters get a 
full feeding with less effort through the. Rib Nipple. With the 
prompting of “twist action’’, premies take and hold more. 
And cleft palate feeding is seldom a problem. 

Improves normal feeding action. With the Rib Nipple, the 
baby doesn’t eat too fast. Less spitting up. Supplementary 
feedings for the breast-fed are easier. The soft, functional shape 
allows smoother feeding with new as well as older babies. 


Curity Rib Nipple 


THE KENDALL comranry BAUER & BLACK eO'vision 
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than ever 
before 


the In operating room, pharmacy, central supply, 
|| ]]Claboratory...in fact, all over the hospital, 
ott] more solutions are being poured than 
ott Cc ever before in irrigation, washing and 
system rinsing procedures. Pour bottles fill 
immediate needs for sterile uniform solutions—and 
they keep right on working since they can be re-used 
as dispensing or storage bottles for hospital-prepared 
items and as drainage bottles. Let our representative 
explain the complete pour bottle system for economical 


use— profitable re-use...or write for illustrated brochure. 
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> BAXTER LABORATORIES, INC. 


, 


AMERICAN HOSPITAL SUPPLY CORPORATION 
Parenteral Products Division, Evanston. ti 
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